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IN CERTAIN 


MENINGEAL INFECTIONS 


effective cerebrospinal 
fluid levels— 
effective antibacterial action 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 





In the management of certain meningeal infections, CHLOROMYCETIN offers unique 
advantages. It has been described by one investigator as “...the best chemother- 
apeutic agent for patients with H. influenzae meningitis....”? In comparative in vitro 
studies,? CHLOROMYCETIN showed the “highest effectiveness” against Hemophilus 
influenzae, Diplococcus pneumoniae, streptococcus, and numerous other pathogens. 
Another report states: “Chloramphenicol is regularly detected in the cerebrospinal 
fluid when blood levels greater than 10 micrograms per ml. are reached.’’? Blood levels 
of this magnitude are easily attainable with the administration of CHLOROMYCETIN by 
either the oral or parenteral routes. 

CHLOROMYCETIN effectively penetrates the blood-brain barrier;*® provides effective 
action against H. influenzae’*’® and other invaders of the meninges.*:7%1! Product 
forms are available for administration by the intravenous, intramuscular, and oral 
routes. For these reasons, CHLOROMYCETIN has contributed conspicuously to the 
dramatic drop in mortality rates in meningeal infections caused by H. influenzae 


and other susceptible microorganisms. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg.. in bottles of 16 and 100. See package insert for details of administration and dosage. 


Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocy- 
topenia, granulocytopenia) are known to occur after the administration of chloramphenicol. Blood 
dyscrasias have occurred after both short-term and prolonged therapy with this drug. Bearing in mind the 
possibility that such reactions may occur, chloramphenicol should be used only for serious infections 
caused by organisms which are susceptible to its antibacterial effects. Chloramphenicol should not be 
used when other less potentially dangerous agents will be effective, or in the treatment of trivial infec- 
tions such as colds, influenza, or viral infections of the throat, or as a prophylactic agent. 


Precautions: It is essential that adequate blood studies be made during treatment with the drug. While 


blood studies may detect early peripheral blood changes, such as leuko- 

penia or granulocytopenia, before they become irreversible, such studies PARKE-DAVIS 
cannot be relied upon to detect bone marrow depression prior to develop- 4#x«. oavis 4 Company, Detron 32, Michiget 
ment of aplastic anemia. 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and. Effective 


for the tense and 
nervous patient 


simple dosage schedule relieves anxiety 
dependably — without altering 
sexual function 

9 does not produce ataxia 


G3 no cumulative effects in long-term therapy 


A does not produce Parkinson-like symptoms, 
liver damage or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 





Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated @ 
tablets; bottles of 50. Also as MEPROTABS®-400 mg. 
unmarked, coated tablets; and in sustained-release Mi t OWlr 
capsules as MEPROSPAN®.400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 
meprobamate (Wallace) 


(ff, WALLACE LABORATORIES / Cranbury, N. J. 
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A Brief Experience with Triparanol (MER-29) 


The desirability of lowering blood cholesterol 
as a measure to combat atherosclerosis, although 
not of clearly proved value, is currently accepted. 
The inadequacy of dietary restriction of choles- 
terol and the presently known methods of en- 
hancing cholesterol excretion are also generally 
known. Recently a new approach to the problem 
has been devised: the blocking of cholesterol 
biosynthesis in the liver. To accomplish this, a 
nonfeminizing estrogen analogue,  triparanol 
(MER-29), has been introduced. Studies in ani- 
mals! indicate this substance blocks cholesterol 
synthesis at the final step: conversion of 24-dehy- 
drocholesterol (desmosterol) to cholesterol. The 
administration of this drug to animals produces a 
striking drop in both the blood and tissue choles- 
terol.2 Administration of this compound to hu- 
mans produced a statistically significant lowering 
of serum cholesterol (mean depression of 35 mg. 
per hundred cubic centimeters after one week and 
58 mg. after four weeks of therapy in 36 patients) 
with minimal side effect. This article is to re- 
port our experience with triparanol (MER-29)* 
administered to six private patients over a three 
month period and carefully followed by frequent 
laboratory evaluation of the blood lipids.** 


Material 


Six patients were selected at random from the 
private practice of one of us (W.M.S.), three of 
these being male and three female. Their ages 
were 28, 53, 60, 61, 77 and 79. All but one of 
these patients had evidence of arteriosclerotic car- 
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diovascular disease. J. S. has had one bout of 
acute coronary insufficiency. J. D. has had one 
proved myocardial infarction. C. S. has had two 
myocardial infarctions and has moderately severe 
angina pectoris at rest. E. L. has coronary insuffi- 
ciency proved by an exercise tolerance test though 
it is symptomatic only on marked exertion. E. S. 
has had two episodes of classical carotid artery 
insufficiency. W. S. is a 28 year old man who has 
hypertension, an elevated blood cholesterol, and a 
strong family history of hypertension and coro- 
nary occlusion. All of these patients had been 
under the observation of one of us (W.M.S.) at 
least six months prior to this experiment. All have 
been investigated for hypothyroidism, diabetes, 
renal and hepatic disease with negative results 
except for E. S., who had mild hypothyroidism 
in 1958 which is adequately controlled with thy- 
roid extract and whose thyroid dosage has not 
changed during the past year. 

Prior to the beginning of the control period, 
the patients were given written instructions in 
which each was urged to eat a diet low in animal 
fat. This was to be achieved by avoiding fatty 
meats, gravies, pork and pork products, butter, 
milk, cream and soft cheese. They were allowed 
to eat three or four eggs weekly and use oleomar- 
garine as necessary. Fried foods were allowed if 
fried in vegetable oil. These instructions had 
been given to each patient many months prior to 
the onset of this experiment, but were repeated 
in letter form at the beginning of this study. One 
patient, J. S., who is cholesterol conscious, has for 
several years been restricting himself rigidly to a 
low cholesterol diet. He was asked to continue 
this diet so that we might note the results of this 
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Figure 1 


medication in a patient who rigidly restricts the 
cholesterol intake. 

No attempt was made to restrict calories but, 
as will be noted on the graphs (figs. 1-6), through- 
out the experiment the body weights did not vary 
significantly. Each participant received ninety-six 
250 mg. capsules of MER-29 and was instructed 
to take one capsule daily before breakfast. One 
patient, J. D., stated he missed two doses, and 
another, W. S., missed several doses, as he said he 
could not remember to take the capsule on Sun- 
day morning. This same man was the only one 
known to be somewhat careless about his dietary 
intake of cholesterol; yet it will be noted he ob- 
tained one of the most striking responses. Only 
one of the six, J. S., was taking other medications 
known to lower blood cholesterol at the time of 
this MER-29 experiment. He had been taking 
Premarin, 0.3 mg. daily, and niacinamide, 50 mg. 
daily, for some months prior to the beginning of 
the experiment. 

At approximately two week intervals blood 
samples were drawn and the weight determined on 
each patient at the laboratory. The chemical 
studies performed were: total cholesterol, phos- 
pholipids, triglycerides, total lipids, and phospho- 
lipid-cholesterol ratio. The methods used were: 
for the phospholipids, Fiske and Subbarow® and 
Bloor with several minor modifications; for the 
cholesterol, Carr and Drekter;® for the total lipids, 
de la Huerga, Yesinick and Popper;7 the trigly- 
cerides were then determined by subtracting the 
sum of the phospholipids and cholesterol from the 


Figure 2 


total lipids. The first two determinations taken 
at an interval of two weeks represent the control 
values, and were taken prior to the beginning of 
MER-29 therapy. 

The patients were told only that this medica- 
tion would lower the blood cholesterol, and no 
mention was made of side effects—good or bad. 
At the end of the experiment each was asked to 
recall whether he had encountered any side effects 
during the use of this medication. Four of the six 
patients had previously received various medica- 
tions to lower blood cholesterol. J. S. has been 
taking Premarin and niacinamide for some time 
and has had numerous blood lipid studies in the 
past, establishing a good range and mean for each 
of these parameters (table 2). C. S., E. L. and 
E. S. have each been receiving nicotinic acid in 
doses of 3 Gm. daily with some response of the 
blood cholesterol. The onset, however, of burning, 
itching or tingling necessitated the discontinuance 
of nicotinic acid in the cases of C. S. and E. L. 
Although E. S. showed a moderate response to 
nicotinic acid, it produced considerable heartburn. 
Two of these had stopped taking nicotinic acid 
several months to a year prior to this present ex- 
perience, and E. S. stopped taking it shortly before 
the beginning of the control period. 


Results 


The response of the blood cholesterol values 
for each patient is shown in table 1. The graphic 
results in each parameter of the blood lipids for 
each patient are contained in figures 1 through 6. 
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Figure 4 Figure 6 
Table 1.— Analysis of Blood Cholesterol Values 
Subjects Previous Cholesterol Cholesterol During Mean Mean Per Cent 
Determinations MER-29 Therapy Control Change Change 
Cholesterol in in 
Choles- Choles- 
terol terol 
No. Mean Range No. Mean Range Mg.% Mg.% 
Det. Mg. % Mg. % Det. Mg. % Mg. % 
5s. 10 241 208-287 7 191 175-208 219 28 128 
| WS. 1 315 315 8 220 179-274 318 -198 62.2 
J.D. 1 430 430 7 331 272-368 326 +5 1.5 
cS. 14 360 284-470 8 288 264-342 335 47 =: 14.0 
| EL. 3 384 370-399 7 405 414-448 428 -23 5.4 
ES. 5 311 234-366 7 283 258-300 308 -25 8.1 
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BLOOD CHOLESTEROL RESPONSE 
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Figure 7 


Figure 7 shows the superimposed curves of the 
cholesterol values alone in each of the patients. It 
will be noted that the blood cholesterol decreased 
strikingly in one patient, W. S., during the first 
two weeks of therapy, but toward the end of the 
experiment an upswing occurred. His was by far 
the best response with a mean decrease of 198 
mg. per hundred cubic centimeters, or a drop of 
62 per cent below the control level. Although the 
response was not nearly so great in the other pa- 
tients, four of them showed mean decreases from 
control levels ranging from 23 to 47 mg. (5 to 14 
per cent.) In one of these, E. S., there was a 
clear terminal upswing while the others varied up 
and down. The remaining patient, J. D., showed 
a mean increase of 5 mg. while taking the MER- 
29. The phospholipids varied in no clear relation- 
ship to the cholesterol, but generally remained un- 
changed despite the decreases in the cholesterol 
level. 

Triglycerides showed a striking initial drop 
in three patients (J. D., J. S., W. S.) followed by 
a terminal rise which in one reached the previous 
level. Wide fluctuations occurred in this parame- 
ter, but this seems to be a common observation of 
others even under control conditions. During the 
six months prior to MER-29 therapy while on a 
rigid diet, niacinamide and estrogens, J. S. had 
complete blood lipid studies in the same laboratory 


used in this investigation (table 2). His trigly- 
ceride values ranged from 433 mg. to 747 mg. 
during this period. The total lipids, which are the 
sum of the triglycerides, phospholipids and cho- 
lesterol, varied in the direction of the predominant 
components. The striking drop from the control 
level as noted in W. S. raises the possibility of 
laboratory error, but these values were rechecked 
and essentially the same values were obtained. In 
the case of J. S., on whom we had extensive pre- 
vious studies (table 2), drops occurred in all pa- 
rameters during MER-29 administration as fol- 
lows: cholesterol 12.8 per cent, total lipids 23 per 
cent, phospholipids 0.4 per cent and triglycerides 
44.7 per cent. 
Discussion 


Although we report a small sample treated for 
a short period of time and no sweeping conclusions 
are justified, it was thought worth while to report 
our results since this sample was carefully studied 
and is typical of the ambulatory population of the 
physician’s office. We have failed to obtain the 
dramatic decrease in blood cholesterol levels re- 
ported by some of the previous investiga- 
tors.3» 4.8 The responses we observed were simi- 
lar to those noted by Waddell® and Rosenman 
and Friedman.1° 

Several authors have reported increased exer- 
cise tolerance during MER-29 administra- 
tion.3-10-12 Qur one patient with clearly symp- 
tomatic angina, C. S., had considerably more 
than her usual amount of pain during the month 
of May and early June. On continued administra- 
tion of MER-29, however, she has become rela- 
tively free of angina and notes much less palpita- 
tion than was formerly present. Our other patient 
with angina, E. L., has pains so infrequently that 
it is not possible to draw any conclusions. J. S., 
who is asymptomatic but has had a positive exer- 
cise tolerance test since 1957, shows no improve- 
ment of the exercise test after four months 
of MER-29 therapy. Dietary restriction of fat is 
thought to be unnecessary for the achievement of 
good response,!* and indeed our patient who ex- 


Table 2.—Analysis of Chemical Studies on J.S. 








, During MER-29 Mean Mean Per Cent 
Previous Studies Therapy Control Change Change 
Determination No. Mean Range No. Mean Range Mg.% Mg. % 
Det. Mg. % Mg. % Det. Mg. % Mg.% 
| Cholesterol 10 241 208-287 7 191 175-208 219 -28 12.8 
Phospholipids 9 259 220-311 7 242 222-257 243 -1 0.4 
| Triglycerides 8 585 433-747 7 198 170-311 358 -160 44.7 
904-1256 7 630 530-740 819 -189 23.0 


Total Lipids 8 1081.2 
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hibited the most striking response, W. S., was the 
one v ho was most careless about his diet. He was, 
however, also the youngest of the group, which 
could possibly be a factor in his response. The 
relation of the age to the response achieved with 
MEF.-29 has nct been investigated to our knowl- 
edge. and possibly with aging there are changes 
in the metabolic pathways which make them less 
easily altered by this or other medications affect- 
ing cholesterol biosynthesis. 

No untoward effects were encountered in our 
small group during this three months of MER-29 
administration. Two of the patients volunteered 
that they had a sense of well-being though in one 
patient this sensation did not persist. The question 
of whether long term administration of MER-29 
will result in untoward effects is at present un- 
settled. Frantz, Mobberley and Schroepfer!* have 
shown that during MER-29 administration des- 
mosterol accumulates in the tissues. The question 
has been raised whether this accumulation might 
result in either some toxic effect or the usual 
amount of atherosclerosis. Hollander, Chobanian 
and Wilkins, however, have shown that MER-29 
produces a significant decrease in total sterols, and 
Blohm15 has demonstrated in animals that des- 
mosterol is much more rapidly converted to bile 
acids than is cholesterol. These findings do not 
suggest significant accumulation of desmosterol. 


Summary 

Triparanol (MER-29) in single daily doses of 
250 mg. was administered to six private patients 
with known hypercholesterolemia. Five of the six 
were instructed to avoid animal fats, while the 
sixth was already on a rigid low cholesterol diet. 
At 14 day intervals blood samples were drawn and 
analyzed for total cholesterol, phospholipids, tri- 
glycerides and total lipids. Five of the six 
showed decreases in the mean blood cholesterol 
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level during the administration of MER-29 rang- 
ing from 5 to 62 per cent. One patient showed a 
mean increase in blood cholesterol of 1.5 per cent 
during MER-29 administration. No untoward ef- 
fects were noted. It seems evident that triparanol 
(MER-29) will lower the blood cholesterol with- 
out rigid dietary restrictions and without appre- 
ciable side effects in some hypercholesterolemic 
patients. 
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Corticoid Therapy of Infertility 
Associated with Anovulation 
and Elevated 17-Ketosteroids 


Early trails were blazed in the use of cortisone 
therapy for gonadal dysfunction when in 1951 the 
Wilkins group! described treatment of congenital 
adrenal hyperplasia with cortisone. Since that 
time several workers have pointed out the useful- 
ness of cortisone and related steroids in what may 
be called borderline adrenogenital syndromes. In 
office fertility work one is rarely confronted with 
a severe adrenogenital syndrome, but is frequently 
responsible for the management of infertile pa- 
tients with disturbances of gonadal function 
characterized by infertility, anovulation associated 
with menstrual irregularity or amenorrhea, grades 
of hirsutism and elevated 17-ketosteroids. 

This paper reviews the syndrome and its 
therapy and confirms previous reports by Green- 
blatt, Barfield and Lampros,? Jones and Jones,* 
Jefferies, Weir, Weir and Prouty,* and others. 
The physiology of the malfunction present is best 
depicted by a graph which shows the mechanism 
of clearcut adrenal hyperplasia, of which the sub- 
ject presented is truly only an intermediate or 
mild state (fig. 1). In this syndrome there is an 
isolated defect in the adrenal which limits the 
biosynthesis of the glucocorticoid hydrocortisone 
and occasionally the mineralocorticoids. Since 
the body homeostasis mechanism finds the plasma 
concentration of glucocorticoid abnormally low, 
the pituitary responds by secreting increased 
amounts of ACTH in an attempt to increase these 
plasma concentrations of glucocorticoids. The 
adrenal, however, responds to the increased ACTH 
in the only way it can, which is by hypertrophy 
and elaboration of a large amount of androgens, 
and some estrogens. 

These androgens act on the pituitary and 
depress its output of FSH with the result that 
stimulation of the ovary is reduced, which carries 
the cycle on to the absence of ovarion estrogen, 
amenorrhea, atrophy of the uterus, et cetera. In 
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variations and gradations of this mechanism, 
there can occur a high 17-ketosteroid level with 
typical androgenic masculinizing features. In 
other groups there may be some hirsutism and 
amenorrhea and yet a normal 17-ketosteroid, or 
there may be elevated 17-ketosteroid with little 
or no clinical androgenic effect. In some cases 
the adrenal may respond by increased adrenal 
estrogen which would produce the same effects 
so far as inhibiting the function of the ovary and 
yet causing neither androgenic changes nor ele- 
vated 17-ketosteroids. 


Mechanism of the Action of Corticoids 


The mode and mechanism by which the ad- 
renocortical hormones correct the defect just de- 
scribed are graphically pictured in figure 2. The 
concept is that cortisone or the related steroids 
produce their action by depressing the pituitary 
overproduction of ACTH, which in turn allows 
increased pituitary gonadotropic output, thus 
freeing the ovary from its former depressed state 
and allowing it to function in its normal manner. 
As the steroid therapy is continued, there is a 
decreased output of ACTH, thus a reduction in 
function of the zona reticularis of the adrenal 
with decreased androgen secretion, resumption of 
normal secretion of the pituitary gonadotropins, 
FSH, LH, and LTH, with resultant follicle stimu- 
lation, ovulation, corpus luteum formation, and 
cyclic elaboration of estrogen and progesterone 
with growth of the uterus, breast, vaginal epithe- 
lium, decreased hirsutism, increased pitch of the 
voice, biphasic or ovulatory temperature curve, 
and proliferative and secretory development of 
the endometrium. 


Report of Cases 


Case 1—A 25 year old white nullipara consulted me 
in November 1956. The last normal menstrual period had 
been four months before, and there was a long history 
of menstrual irregularity and amenorrhea. Examination 
revealed a blood pressure of 140/80, mild obesity, slight 
hirsutism with chin stubble, hairy arms, male pubic hair 
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dic ribution, and a slightly enlarged clitoris. The cervix 
we- clean; the uterus small and normal, the ovaries 
dif.cult to palpate, but possibly slightly enlarged 
bi! terally. My initial impression was borderline adreno- 
gei.ital syndrome with the possibility of Stein-Leventhal 
sy: drome. All routine examinations gave normal results 
inc'uding the protein-bound iodine determination, which 
was 5.4 gamma per hundred cubic centimeters. The 
urinary 17-ketosteroids, however, were 35.4 mg. per 
24 hours, the normal being 8 to 13 mg. The typical basal 
body temperature was flat throughout, uniphasic, and 
never above 97.6 F. Administration of 5 mg. of predniso- 
lone daily was begun on December 11, and continued 
through January and February 1957. On February 19 the 
17-ketosteroids were down to a normal 3.3 mg. per 24 
hours. There was a normal four day menstrual period be- 
ginning February 21. The three months’ therapy ended 
in mid-March. About this time elevated basal body tem- 
perature indicated ovulation followed by menses March 
30. Basal temperature indicated another ovulation about 
April 27. Pelvic examination on July 9 revealed a two 
month gestation. On Jan. 10, 1958 the patient delivered a 
normal 6 pound 1% ounce male infant. 

Case 2.—A 22 year old white nullipara was first seen 
in 1956 with a four year history of infertility. Her past 
menstrual history consisted of frequent episodes of six to 
eight months’ amenorrhea. During the investigative phase 
she exhibited prolonged cycles of 32 to 36 days with a 
flat anovulatory uniphasic type of temperature curve. 
Examination revealed slight facial hirsutism, a tendency 
toward male pubic hair distribution, a rather large cli- 
toris, a normal uterus, and slightly large ovaries. In 
October, 17-ketosteroid estimation was 36.5 mg. per 24 
hours. The basal body temperature was anovulatory. 
Prednisolone, 5 mg. daily, was begun in mid-December. 
A normal menstrual period occurred on December 29, 
and on January 26 and February 26, 1957. The 17- 
ketosteroid determination, repeated on March 26, was 23.7 
mg. per 24 hours. Therapy was continued, and when the 
patient was seen on April 27, with last menses February 
26, the uterus was soft and enlarged to an eight week 
gestation. The antepartum course was normal, and she 
delivered a 6 pound 10 ounce male infant on November 
5. 
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Summary 


This paper outlines the probable primary 
mechanism which is present in women with an- 
ovulation and infertility accompanied by some 
hirsutism and elevated 17-ketosteroids. It appears 
that the defect is in the adrenal, which by pro- 
ducing inadequate levels of cortisone fails to 
regulate the pituitary secretion of ACTH. The 
adrenal responds to this stimulation by secreting 
large amounts of androgens, which in turn depress 
the pituitary FSH with resultant depressed 
ovarian function. 

The probable mode of action of effective 
cortisone therapy lies in these steroids depressing 
pituitary output of ACTH which enables the 
adrenal to decrease secretion of androgens with 
resumption of the normal pattern of FSH out- 
put by the pituitary and resultant normal func- 
tion and ovulation by the ovary. As a clinical 
illustration, two cases are summarized which 
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Fig. 2.—Mechanism of action of corticoid therapy 
in adrenogenital syndrome. 


exhibited anovulation, elements of amenorrhea, 
infertility, some masculinization and hirsutism, 
and elevated 17-ketosteroids. Treatment with 
corticoids resulted in decreased 17-ketosteroids 
and resumption of ovulation with ensuing preg- 
nancy. 

It appears that this group may represent an 
appreciable number of cases of ovarian dysfunc- 
tion which are benefited by corticoid therapy. 
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Hypovolemia Associated With Prolonged 
Shock Following Myocardial Infarction 


Myocardial infarction presenting with shock 
is not a rare occurrence;! however, prolonged 
hypotensive states requiring vasopressor therapy 
for weeks are distinctly unusual. In 1956 Sig- 
lin? reported a case of survival in a patient who 
was supported for 14 days with levarterenol. 
Ordinarily, after relatively short periods of pres- 
sor therapy, the patient either regains his ability 
to maintain his blood pressure, or his condition 
deteriorates rapidly and he expires. The etiologic 
factors at play in these situations are poorly de- 
lineated, but among them are listed vasodepressor 
material release, absorption of endotoxins, myo- 
cardial failure, and adrenocortical insufficiency.* 
Hypovolemia has not been reported although its 
association with shock states has been thoroughly 
documented. 

The following case report is of interest not 
only for the long duration of shock in the patient 
with his subsequent recovery but also for the 
detection of hypovolemia as a feature of his post- 
myocardial infarction state, the correction of 
which was attended by dramatic improvement and 
cessation of need for pressor therapy. 


Report of Case 


A man, aged 81 years, was admitted to Mount Sinai 
Hospital of Greater Miami on Sept. 24, 1959 with the 
complaint of severe pain involving the precordium and 
left shoulder with radiation into the left arm, unrelieved 
by sublingual nitroglycerin. For some 15 years he had 
suffered angina with effort, quickly dissipated by nitro- 
glycerin. 

Physical examination revealed a blood pressure of 
150/110 mm. Hg. and a pulse of 70, which was regular. 
The thorax was barrel-shaped, heart tones were poorly 
heard, and no precordial rub was noted. 

The pain disappeared after analgesics were given, but 
two days later it recurred with such intensity as to re- 
quire frequent administration of Demerol. At this time 
an electrocardiogram revealed deep, symmetrical T wave 
inversion in Vz to Vs compatible with an anterior wall 
infarction, the serum glutamic oxaloacetic transaminase 
went from 8 to 39 units, and the temperature rose over 
a 48 hour period to 102.2 F. (rectal). Over the following 
four days, the blood pressure slowly fell and on Septem- 
ber 28 was 120/90 mm. Hg, at which time the patient 


manifested signs of clinical shock. Examination of stools 
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for occult blood gave negative results. Aramine was ad- 
ministered with the systolic pressure being maintained at 
130 to 160 mm. Hg; however, from that time until Oc- 
tober 31, a period of 33 days, each of repeated attempts 
to withdraw pressor therapy was met with severe blood 
pressure depressions and the appearance of clinical shock. 
Therapy additionally included digitalization, anticoagula- 
tion, sedation and oxygen. 

Electrolyte studies on two occasions were normal. The 
blood urea nitrogen ranged from 18 to 34 mg. per hun- 
dred cubic centimeters. Two 24 hour urine collections for 
17-hydroxycorticoids contained 1.6 mg. (incomplete col- 
lection) and 4.3 mg. At this point hydrocortisone was 
administered intravenously for two days in doses of 200 
mg. daily without beneficial results being observed. 

From October 26 to 29 DOCA, 10 mg. a day, was 
given, and on October 30 blood volume determination 
indicated a plasma volume of 1,120 cc. per square meter 
of body surface (normal == 1,700+ 290/M2) and a 
blood volume of 1,930 cc. (normal = 2,900 + 400/M2), 
by the Evans blue (T-1824) method. 

On October 30, 500 cc. of whole blood was given 
slowly and on November 1, for the first time since the 
patient’s admission, the blood pressure was maintained 
at levels of 120 to 140 mm. Hg without benefit of pressor 
amines. A repeat volume study on November 12 showed 
plasma and blood volumes to be 1,490 cc./M? and 2,400 
cc./M2 respectively, values within the range of normal. 


Conclusion 


This patient’s illness is reported as an instance 
of myocardial infarction attended by prolonged 
shock and accompanied by hypovolemia, the cau- 
tious correction of which was temporally associ- 
ated with the disappearance of the shock state. No 
attempt is made to infer a causal relationship be- 
tween the hypovolemia and the shock state; but 
rather it is our intent simply to note them as 
concomitant features of the illness. 


We are indebted to Dr. Philip Samet of the Cardio-Pul- 
monary Section of the Department of Medicine and Dr. Arkadi 
M. Rywlin of the Department of Pathology of the Mount Sinai 
Hospital of Greater Miami for their helpful suggestions and 
review of this case report. 


References 


1. Wood, Paul Hamilton: Diseases of the Heart and Circu- 
lation, a P. B. Lippincott Company, 1956, p. 730. 

a Friedberg, Charles Diseases “, the Heart, Philadelphia, 

B, Saunders Sane, 1956, p 

Ss Satin, I. S.: Prolonged Use of A Fan for Shock row 
ing Myocardial Infarction With pument Survival, A.M.A 
Arch. Int. Med. 98:372-376 (Sept.) 1956 

4. Sampson, J. J.: Treatment of Shock in Myocardial Infarc- 
tion, Dis. Chest 33:667-672 (June) 1958. 

5. Richards, D. W. Jr.: Circulation in Traumatic Shock in 
Man; Harvey Lecture, February 17, 1944, Bull. New York 
Acad, Med. 20:363-393 (July) 1944. 


4300 Alton Road. 


Present address: 475 Seminary Street, Napa, Calif. (Dr. Block). 


i) 








ti 
Si 





le. ee Pe «°) 


7 rN | GS 





J. Forma M.A, 
Oct BER, 1961 


349 


Pseudomonas Corneal Ulcer in a Child 


One of the most alarming conditions involving 
an eye is a corneal ulcer resulting from Pseudo- 
monas aeruginosa. It is a true medical emergency 
in ophthalmology. 

Pseudomonas aeruginosa (Bacillus pyocyaneus 
or Pseudomonas pyocyanea) is an aerobic gram- 
negative bacillus which produces a round, smooth, 
moist, glistening colony having a fluorescent yel- 
lowish green color on culture.1 It produces a tis- 
sue-destroying protease which may help to ac- 
count for its corneal destructive powers.?:? The 
organism is found in water and sewage, occasion- 
ally on normal skin and in the intestinal tract 
of man.! Pseudomonas is comparatively resistant 
to some chemical antiseptics and can be a con- 
taminant in boric acid, fluorescein, and normal 
saline solution.* 

Infections from Pseudomonas aeruginosa seem 
to be more prevalent today because of the com- 
mon use of penicillin which has interferred with 
the balance between cocci and bacilli permitting 
Pseudomonas to flourish.® 

The organism is frequently introduced into 
the cornea as a consequence of a corneal injury 
such as an embedded foreign body, abrasion, or 
laceration. The bacterium takes about 24 to 48 
hours to manifest itself clinically as a rapidly 
spreading white ulcer. A ringed area of necrosis 
with a semitransparent center is evident.6 The 
conjunctiva is red and swollen, and a hypopyon 
may be present. If left untreated, the cornea will 
readily become disorganized. 

Although colistin has been reported to be suc- 
cessful,?7 the presently favored and most avail- 
able drug in therapy is polymyxin B, which must 
be started early. In controlled rabbit experiments, 
induced Pseudomonas corneal ulcers (1) did not 
form if treated at the time of inoculation, (2) 
were localized if treated in 24 hours, and (3) did 
not spread as rapidly if treated in 48 hours.§ 
Treatment started after 48 hours is of little help, 
and the physician is fortunate just to save the 
globe once the organism is well established. It 
is well, therefore, to take a scraping of the ulcer 
for a smear and a culture for sensitivity tests, 
and to institute immediate treatment based on 
clinical diagnosis. The smear may be of help at 
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once, but the culture may require 24 to 48 hours. 
Polymyxin B may be administered both subcon- 
junctivally in a dose of 50,000 units per day and 
topically by hourly drops of a solution contain- 
ing 10,000 units® to 20,000 units per cubic cen- 
timeter.® 


Report of Case 


A two and one-half year old white girl was struck in 
the left eye by a toy metal saw at noon on Aug. 8, 1960. 
The mother placed some “mild eye drops” in the eye at 
6 p.m. the following day and then put the child to bed. 
Later the little girl awoke with pain in the eye and was 
taken to the North Broward General Hospital for ad- 
mission at 11 p.m., 35 hours after the accident. 

Examination of the left eye revealed a 2 mm. oval 
white area centrally located on the cornea extending 
slightly inferiorly containing within its center a vertical 
thin laceration with closely approximated edges. The 
conjunctiva was red, but there was little discharge. Be- 
cause of poor cooperation from the patient the examina- 
tion was difficult at this time and at all other times. 

The child was given tetanus toxoid 0.5 cc., and strep- 
tomycin 250 mg. with penicillin 200,000 units followed 
by one half this dose every six hours. She was given 
atropine 1 per cent topically once daily, and Neosporin 
ophthalmic solution (containing polymyxin B_ sulfate 
5,000 units, gramicidin 0.025 mg., and neomycin 2.5 mg. 
per cubic centimeter) topically every hour alternated 
with sodium sulfacetamide ophthalmic solution 30 per 
cent every hour around the clock so that she received 
one or the other preparation every 30 minutes. 

When the patient was seen again at 9 a.m. the next 
day, August 10, the white area appeared shockingly 
larger, and an immediate conjunctival culture was taken. 
At 2:20 p.m. the same day (about 50 hours after injury) 
under general anesthesia a scraping and culture of the 
ulcer were taken along with another conjunctival culture. 
The ulcer was cauterized with anesthetic ether on a cot- 
ton applicator followed by irrigation with normal saline 
solution, and 50,000 units of polymyxin B was injected 
subconjunctivally. Polymyxin was chosen because of the 
suggestive clinical appearance and course of a Pseudomo- 
nas corneal ulcer. No change was made in the medical 
regimen. From this point on, the ulcer became no worse. 

The smear made from the scraping suggested a strep- 
tococcus, but on August 11, the report of every culture 
taken revealed Pseudomonas aeruginosa which, by the 
disk method, proved to be sensitive to kanamycin sulfate, 
neomycin, and methenamine mandelate. 

The systemic penicillin and streptomycin therapy was 
maintained at the same daily dosage, but given in two 
divided doses; the topical atropine and sodium sulface- 
tamide were continued as before, but the Neosporin drops 
were increased to every 30 minutes. Two subsequent sub- 
conjunctival injections of 50,000 units of polymyxin B 
were given, one on August 13 and the other on August 
16, under general anesthesia, making a total of three injec- 
tions at three day intervals. The penicillin and strepto- 
mycin were discontinued on August 15. The patient was 
discharged on August 18, and given a regimen of topical 
Neosporin drops every 30 minutes, Neosporin ophthalmic 
ointment (containing polymyxin B 5,000 units, neomycin 
sulfate 5 mg., and zinc bacitracin 400 units per gram) 
at bedtime and once during the night, and atropine 1 per 
cent once a day. 
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Figure 1 


On August 23, the Neosporin was reduced to the 
drops five times a day and the ointment at bedtime. 
The atropine was discontinued on August 25, and finally 
on September 6, four weeks after the onset, the Neo- 
sporin was discontinued. During this time the conjunc- 
tival and lid swelling which followed the injections 
diminished. The photograph (fig. 1) was taken on Sep- 
tember 19, six weeks after the injury. The white scar 
measured about 2.5 mm. in diameter and extended one 
third of the way into the stroma, but failed to cause 
corneal thinning. 


Comment 


Although this is not a unique case of Pseu- 
domonas corneal ulcer, it is worthy of note that 





on topical administration of Neosporin drops con- 
taining polymyxin B at frequent intervals the 
ulcer seemed to be growing worse and that after 
the first subconjunctival injection of polymyxin 
B, the disease seemed to be arrested. It also em- 
phasizes the need for rather dramatic therapy 
even to the extent of administering general anes- 
thesia repeatedly to facilitate subconjunctival in- 
jection of medication in children. One should not 
wait for the results of a culture before instituting 
treatment if the Pseudomonas organism is sug- 
gested by the clinical picture. 


Summary 


Some of the bacteriological and clinical char- 
acteristics of Pseudomonas aeruginosa infection 
of the cornea are discussed. It is suggested that 
immediate and aggressive treatment with polymyx- 
in B topically and subconjunctivally is of utmost 
importance if one is to save vision. A Pseudomon- 
as corneal ulcer in a two and one-half year old 
girl is described which required a general anes- 
thesia on three occasions in order to employ sub- 
conjunctival injections of polymyxin. A compara- 
tively favorable result was obtained. 
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Making the Rounds 


For a registrar reading during ward-rounds can be 
frustrating. “Magazines may have to be read side-ways 
or upside down, and some of their contents deduced 
when pages are half-covered. Occasionally a badly placed 
newspaper can be moved while the chief is examining 
a patient, or position casually altered to a better vantage 
point. Unfortunately, it is the chief who decides when 
it is time to move on to the next patient. Sometimes 
an article in a very popular newspaper can be resumed 


at the next bed, but all too often the round ends with 
much that is of interest only half read, and with the 
nature of many half-covered illustrations still uncertain. 
It must be wonderful to be a consultant and read the 
patients’ magazines and newspapers openly, turning them, 
uncovering them, and even holding up the round when 
necessary.—The Lancet, June 10, 1961, page 1283 
New York State Journal of Medicine 
August 15, 1961 
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\ anagement of Secretory Otitis Media 


Secretory otitis media has markedly increased 
during the past 10 years. Hoople! in 1950 stated 
that effusions of the middle ear represented about 
3 or 4 per cent of the general otolaryngologists’ 
practice. During the last week of March I saw 
32 cases of secretary otitis media. Instead of 3 
per cent, this was approximately 16 per cent of 
my patients. The cause of this increase has not 
been determined; it is believed to be associated 
with the treatment or inadequate treatment with 
antibiotic and chemotherapeutic agents. 

Secretory otitis media may occur at any age; 
however, it is most often seen in children. In 
Armstrong’s series of 1,016 cases, 78 per cent were 
in children eight years old or younger. This fre- 
quency is probably due to the greater lymphoid 
hypertrophy, more frequent upper respiratory 
infections, and poor immunity mechanisms which 
are more common in children. 


Classification 
There are many causes of this condition, and 
to manage secretory otitis media one must re- 
member that there may be, and often is, more 
than one cause. The etiological classification by 
Sueh? is the one I prefer. He listed the causes 
under the following five headings: 


1. Any condition causing swelling of the mucosa 
of the eustachian tube 
a. Upper respiratory infections, sinusitis, al- 
lergy, nasopharyngitis, and edema follow- 
ing swimming 
2. Compression of the ostium or lumen of the 
eustachian tube 
a. Enlarged adenoids and lateral pharyngeal 
folds 
b. Malignant disease of the nasopharynx (I 
have seen three cases during the past two 
years in which a malignant lesion caused 
fluid in the middle ear) 
c. Enlarged lateral retropharyngeal nodes (re- 
sulting from malignant disease of the si- 
nuses or nasopharynx, or leukemia) 
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d. Malocclusion (eustachian tube compressed 
by the external pterygoid muscle) 

3. Interference with normal tube function 

a. Aerotitis media 

b. Some cases of cleft palate 

c. Paralysis of tensor veli palatini muscle 

d. Trauma of eustachian tube orifice 
4. Autonomic dysfunction and physical allergy 
5. Aborted acute or subacute otitis media 


Most physicians have divided secretory otitis 
media into two clinical types: serous and mucous. 
Senturia,? however, has divided effusions by 
means of microscopic examinations into four 
types: serous, purulent, mucopurulent, and mu- 
coid. In his series there was a high percentage of 
positive cultures. 


Diagnosis 

The diagnosis of secretory otitis media is usu- 
ally made from the history or from inspection of 
the eardrum; however, in doubtful cases a diag- 
nostic tympanotomy may be necessary to support 
the diagnosis. A typical history is that a young 
child has an earache which is treated by an anti- 
biotic. The patient recovers from the earache 
but does not seem to hear well. If the patient is 
older, there is often the complaint of a “blocked 
feeling,” and if the tympanum is only partially 
filled with fluid, the patient may state that there 
seems to be a movement of the fluid when the 
head changes position. Usually the hearing is 
decreased in the affected ear or ears. 

On inspection of the eardrum the diagnosis is 
easily made if one sees bubbles or a fluid line. It 
is much more difficult to make a diagnosis if the 
middle ear is completely filled with fluid. The 
drum then usually has an amber tint, and often 
the short process and the handle of the malleus 
have a chalky white appearance. If the drum is 
opaque or scarred, the findings are indefinite or 
absent. Auscultation can help in some cases; how- 
ever, a diagnostic tympanotomy may be neces- 
sary to confirm the presence of fluid in the middle 


ear. 
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Treatment 


When one treats secretory otitis media, it is 
necessary to treat the exciting cause as well as to 
restore ventilation of the middle ear. Also, it is 
necessary to remember that there often may be 
more than one etiological factor. If the eustachi- 
an tube is obstructed, a partial vacuum is created 
when the air in the middle ear is absorbed, and 
this causes a transudate of fluid. An infection in 
the middle ear usually causes an exudative type 
of fluid. There are many types of treatment for 
secretory otitis media, but all treatment should 
be directed at removal of the exciting cause of 
the fluid before or at the same time the abnormal 
ventilation of the middle ear is corrected. The 
treatment of secretory otitis media may be di- 
vided into three phases: 


1. Local treatment of the eustachian tube 

2. Systemic treatment of the eustachian tube 
Drainage of the middle ear by myringot- 
omy or by myringotomy and insertion of 
vinyl tube 


In mild cases of secretory otitis media polit- 
zerization and mild vasoconstrictor drugs may 
be all that are required to cure the disease. If the 
secretory otitis media persists, an adenoidectomy 
should be performed if indicated, and it should 
be as complete as possible. While the patient is 
asleep is an excellent time to perform a myringot- 
omy and aspirate the fluid in the middle ear. If 
the fluid is serous, it is removed with ease; how- 
ever, if it is a thick mucoid material, it may 
stretch out like a rubber band and then retract 
into the middle ear. In cases of this type a wide 
anterior myringotomy and a posterior puncture 
aid in removing this “gluelike” fluid. In my ex- 
perience this condition is the most likely to recur, 
and I am not sure but that in certain cases some 
of this thick material has been left in the middle 
ear in spite of persistent suction. In recurrent 
cases, I place a 1 mm. tube that is approximately 
1 cm. long, with a 45 degree bevel, in the middle 
ear after removing the fluid. I have not tried 


putting the tube over a flame to cause the end to 
have a mushroom effect, but I understand this is 
effective in keeping the tubes in place. Another 
problem experienced is that some tubes have be- 
come clogged with dried exudate. I do not have 
the answer except to replace the tube. 

In the chronic case it is necessary to be sure 
there is no tumor of the nasopharynx. If allergy 
treatment is indicated, it should be given. Thyroid 
hormone should be administered to the patient 
with hypothyroidism. In some instances, the cor- 
ticosteroids are helpful. In Davison’s series gam- 
ma globulin was advantageous in some cases by 
helping to build up resistance to infections.* Also, 
obesity was a contributing factor, and a low 
carbohydrate diet was recommended. 


Summary 


The etiological classification, diagnosis and 
treatment of secretory otitis media are discussed. 
In conclusion, I would like to stress that one 
should try to prevent loss of hearing and mastoid- 
itis with its complications by performing my- 
ringotomy and aspiration of the middle ear when 
indicated. At the same time one should try to 
eliminate the exciting causes of this condition. 
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The Effect of an Anabolic Agent 
Upon Intestinal Absorption in the Aged 


Significant gain in weight has been observed 
in normal persons and in those having organic 
disease following the oral administration of nor- 
ethandrolone (Nilevar).1-3 This compound has 
an anabolic effect equal to testosterone, but its 
androgenic effect is only one-sixteenth that of this 
hormone.* The present study was undertaken to 
determine the effect of Nilevar upon intestinal 
absorption in an aged population. 


Methods 


Fifteen male subjects 60 to 75 years of age 
were studied. The patients were not necessarily 
underweight, and some were slightly obese. All pa- 
tients were initially hospitalized in the Durham 
Veterans Administration Hospital, and none had 
illnesses which would be expected to cause a 
change in weight over the period of study. Neither 
were they suspected of having either an absorptive 
or digestive defect. 

The patients were divided into two groups by 
age. Group I consisted of nine patients, aged 60 
to 69, and in Group II there were six patients, 
aged 70 to 75. The patients in Group I and II 
were given I** labeled Triolein and I labeled 
Albumin by mouth, and blood radioactivity was 
determined at appropriate intervals. They were 
then given Nilevar, 10 mg. three times a day, for 
a period of four to six weeks, and the tests of 
absorption were repeated, using the same techni- 
que. Whenever possible weights were obtained 
before and after the study. Blood radioactivity 
curves were compared immediately before and 
after the administration of Nilevar. 


Results 


Mean blood levels of radioactivity expressed 
as per cent of administered dose before and after 
therapy with Nilevar are shown in the table. 
There was no significant difference in blood radio- 
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activity after treatment with Triolein or Albumin 
between Groups I and II. Since the two age 
groups acted similarly, the remaining discussion 
will include both of these age ranges. Blood radio- 
activity after I** Albumin and Triolein when 
averaged showed no significant difference before 
and after administration of Nilevar. It is note- 
worthy, however, that in all patients in whom a 
low blood radioactivity was noted initially, the 
blood values after administration of Nilevar re- 
turned to a normal level. 

Symptomatic improvement was noted in most 
patients during this study, and a significant gain 
in weight was observed with an improved appetite 
and sense of well-being. 

One patient became jaundiced and the findings 
on liver biopsy were consistent with cholestasis. 
Moderate bromsulphalein retention occurred in 
all patients on whom this test was made. 


Discussion 

Significant gain in weight has been observed 
following the administration of Nilevar in normal 
controls and in disease states. Patients with ad- 
vanced mammillary carcinoma,! hyperthyroidism,? 
and postgastrectomy malnutrition? have gained 
weight while on this compound. 

In the present study, conducted in an aged 
group, there was gain in weight ranging from three 
to 13 pounds with a mean of eight pounds. The 
mean (changes in) values of blood radioactivity 
following I*** Triolein and I** Albumin in 11 pa- 
tients were essentially unchanged; however, all 
patients who showed an initial low level of radio- 
activity had return of blood levels to normal after 
Nilevar therapy. The marked elevations in blood 
radioactivity in some of these aged patients might 
represent the high blood levels observed in an ar- 
teriosclerotic population.® 

The gain in weight, following the use of Nile- 
var, appears to be due to an increase in appetite 
and a specific anabolic effect, rather than to an 
increase in absorption from the gastrointestinal 
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Effect of Nilevar in the Aged 
10 mg. t.id. for 4-6 weeks 
Blood Radioactivity* 
Triolein Albumin 
Patient Age Weight Gain Before After Before After 
Group I R. S. 62 13 8.2 13.6 5.4 12.2 
a €. 62 13.0 42.2 16.2 8.7 
R. B. 65 11 13.0 9.6 
c. BD. 65 9 17.2 15.6 12.0 7.4 
N. H. 64 3 9.6 10.2 
G. A. 67 13.1 14.2 
R. M. 60 5.9 15.8 
: oF 67 13.0 11.7 
C. €. 63 10.0 11.1 
Group II F. L. 70 12 6.0 9.0 14.8 14.2 
EL: ©. 70 5 13.3 12.3 12.6 12.7 
L. H. 70 12.0 12.9 12.4 14.0 
W.B. 75 18.4 16.6 
W.M. 70 13.9 15.5 16.6 15.4 
J. D. 71 2.3 11.7 
Mean 8 43.2 12.8 13.0 412.3 


*Blood radioactivity expressed in per cent of administered dose, average of four, five, and six hours after I’** Triolein 


and one, two, and three hours after I'** Albumin. 


tract. It is true that the absorption of both Trio- 
lein and Albumin returned to normal in a few pa- 
tients, but their gain in weight was not greater 
than that of patients whose absorption was un- 
changed. The significance of this observation is 
not apparent, but would be of interest, if verified. 
There was no evidence of excessive fluid retention 
in any of our patients. Androgenic effect was 
not observed. Bromsulphalein retention seems 
to be a frequent accompaniment of treatment 
with this compound, and cholestatic jaundice 
occurred in one patient. A dose of 30 mg. per day 
seems to be effective in promoting gain in weight 
without undue side effects. 


Summary 


Significant gain in weight occurred in a group 
of aged patients following the administration of 
Nilevar. 

This gain in weight occurred without change 
in mean blood radioactivity after orally adminis- 
tered I’* Triolein and I** Albumin. 


Initial low blood radioactivity reverted to 
normal levels following the administration of 
Nilevar. 

Nilevar in doses of 30 mg. per day may be 
employed relatively safely as an anabolic agent 
in aged patients. 
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ABSTRACTS 


A New Treatment of Radio-Ulnar Synos- 
tosis. By Louis P. Brady, M.D., and Eugene L. 
Jewett, M.D. South. M. J. 53:507-512 (April) 
1950. 

Any fracture occurring in the proximal ends 
of the radius and ulna, most particularly in the 
Monteggia type of fracture, in which sufficient 
disruption of soft parts has occurred to allow 
hemorrhage from one fracture site to pass into 
another presents the prerequisites for a potential 
radioulnar synostosis. This condition may occur 
with fractures of the proximal end of the radius 
only, without fracture of the ulna. Once the synos- 
tosis has occurred, the physician is faced with 
a problem of the first magnitude. The authors 
here offer a means of avoiding, or treating, if it 
has occurred, this difficult complication. Their 
approach to this problem is simply a method by 
which, with the use of an ordinary bone screw, 
the radius may be distracted the full distance 
from the ulna within the physiologic limits of the 
interosseous membrane which is still intact. They 
present two cases in which this method was used 
for the treatment of the pre-existing synostosis 
and a third case of Monteggia fracture in which 
a synostosis could reasonably have been expected 
and in which it was thought this complication was 
prevented by the prophylactic use of this distrac- 
tion screw. In their opinion the method outlined 
offers a simple atraumatic technic of removiny 
one of the major factors leading to a synostosis 
and should be useful both from the standpoint of 
prophylaxis and treatment. 


Clinical Education — A Continuum. By 
Samuel P. Martin, M.D. J. A. M. A. 173:1307- 
1312 (July 23) 1960. 

The clinical program here described aims not 
to cram the brain but rather to educate the per- 
son. It attempts to educate the scholar of medi- 
cine toward a specific end, the application of the 
scientific method to clinical practice. The scholar 
must be shown that the clinical practice and the 
acquisition of knowledge in this area come through 
the application of the scientific method to prac- 
tice. This method consists of the continuous ap- 
plication and reapplication of four fundamental 
steps: stating the problem and studying it by 
means of observation, description, and classifica- 
tion; deducing the formulated theory and hypoth- 
esis; testing the theory or hypothesis; and re- 


vising and restating the problem. These steps 
have their counterpart in studying a clinical 
problem: a history, a physical examination, and 
basic laboratory tests are obtained; a tentative 
diagnosis is made; this diagnosis, or hypothesis, 
is tested by a clinical investigation; and the orig- 
inal impression and plans for treatment are re- 
vised. The investigator then reveals his findings 
to the patient and to his colleagues. 

The author discusses clinical education in 
medicine from the standpoint of the theme, the 
environment, the participants, and the method- 
ology and describes the program for clinical 
training at the University of Florida College of 
Medicine. He summarizes clinical education as 
an orderly continuum of increasing contact with 
patients, knowledge, responsibility, judgment, and 
skill, based on training in the application of the 
scientific method to the problem of the patient. 
The method is built around the solution of a 
problem, with two of the participants, the trainer 
and the trainee, working together as colleagues. 
The quality of the patient contact far outweighs 
the quantity. 


Extrathoracic Aortic Shunt: An ExPer- 
IMENTAL TECHNIC. By Banning G. Lary, M.D., 
and John J. Farrell, M.D. South. M. J. 53:1162- 
1163 (Sept.) 1960. 

To test an external aortic shunt secured in a 
vessel by a new form of anastomosis, and to test 
the feasibility of preparing a short term experi- 
ment in an animal wherein the entire blood supply 
of the descending thoracic aorta passed outside the 
body, experiments were performed on dogs. Semi- 
rigid vinyl plastic tubing was used, and the shunt 
described met the criteria of a satisfactory tem- 
porary aortic shunt, namely, (1) simplicity of 
design, (2) ease of introduction into and removal 
from the aorta, (3) sufficient lumen to permit 
adequate blood flow, and (4) enough security to 
prevent leakage and accidental dislodgment. In 
addition, this type of prosthesis functioned well 
outside the body for moderately long periods of 
time, exceeding by days the time required of 
temporary shunts for present operatioris. Experi- 
ments carried out on four animals showed that 
all the blood passing through the descending aorta 
can be diverted to the outside of the body in the 
dog by means of a plastic shunt for periods up to 
one week. 
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Committees 


For the past two years the Florida Medical Association has been working under 
its new Charter and By-Laws. For a better understanding I would suggest that all 
members study them very carefully. As you know, they may be found in the Florida 
Medical Directory. 

‘Lhe deiegates to the Florida Medical Association are the final voice in the affairs 
of the Association. The delegates themselves are supposed to express the wishes of 
the component medical societies and thus in reality bring the affairs of the Medical 
Association down to the “grass root” level where they belong. 

At the meeting of the House of Delegates, usually held only once a year at the 
time of the Association’s Annual Meeting, various resolutions and recommendations 
are thrashed out in the reference committees and finally acted upon by the entire 
House of Delegates. The House of Delegates recommends to the Board of Governors 
what it wishes done. The Board of Governors, the Executive Committee and the 
officers of the Association as a rule then “carry the ball” until the next Annual Meet- 
ing unless something urgent comes up which requires a called meeting of the House 
of Delegates. 

The Board of Governors and the Executive Committee cannot, by themselves, 
implement these directives and attend to the everyday business of the Association. 
The various Committees come into action here, and the committee members are the 
ones who really work during the year. The success of the Association depends upon 
these men and how well they do their job. Dr. Wachtel appointed good Committees, 
and because we are just getting “off the ground” with the new Charter and By-Laws, 
I have tried to keep up the continuity wherever possible with due regard to the 
ability, willingness to work and experience of the men concerned. 

Because of vacations and for other reasons, at the time of this writing very few 
committee meetings have been held. Quite a number, however, have been scheduled 
for the next few weeks, and, of course, more will follow during the year. It is my 
sincere desire that all of these Committees carry their aims and objectives to con- 
clusion in time for their reports to be printed in the next Handbook for Delegates. 

I realize that meetings of Committees are not exactly fun and I also realize that 
it takes time and costs money to attend. Very frankly, I have assumed that each com- 
mittee Chairman and each committee member realized these conditions and agreed 
to them when he accepted his appointment. Any member who is not willing to work 
for the Association in whatever capacity he has been appointed or elected to should 
resign and make room for somebody who will work. Each member of each Commit- 
tee should make every effort to attend each meeting of his Committee. Every chain is 
only as strong as its weakest link. Let us make our Association unbreakable. 

Any member of the Association, whether he is a committee member or not, 
should feel free at any time to express his views. He can best do so by communicat- 
ing his thoughts directly to the very competent staff at Florida Medical Association 


headquarters. 
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Pit Viper Bites 
in the State of Florida 


The bite of a Florida pit viper is uncommon, 
but a romantic and terrifying incident. Two small 
puncture wounds 4 to 1 inch apart may even- 
tuate in a wide scale of consequences ranging 
from no symptoms at all to a major catastrophe. 
The gravity of the situation may result even in 
the loss of an extremity, or death, and is depend- 
ent upon a single factor—the amount of venom 
injected. The primary purpose of this substance 
secreted and stored in a salivary gland, the 
venom gland, is to apprehend by paralysis its 
victim and by proteolytic digestion to nourish 
the snake. Without the evolutionary development 
of this mechanism the slow-traveling, heavy- 
bodied pit viper would have disappeared from the 
face of the earth. The minimum lethal dose of 
venom in man has been estimated in dried weight 
at 2 mg. per kilo and in dogs 4 mg. per kilo. 
The heaviest milking in a large rattlesnake is 
recorded at 864 mg. of venom dried weight, and 
the average adult rattlesnake at 300 mg. A bite 
may deliver half of these amounts or none at all. 

Watt, Andrews, Parrish, Gennaro, Farrell, 
Evans, and a few others have been impressed 
with the importance of this injury in Florida. In 
a review of the juvenile amputees in this state in 
1959, it was found that in 17 per cent of the 
surgical or traumatic group the amputation was 
due to snake bite. Recent polling of Florida 
physicians further disclosed 53 patients who had 
suffered severe extremity disability from the same 
cause. Thirty-six of these injuries had resulted in 
amputation and 17 in major loss of tissue with 
subsequent deformity and dysfunction. 

As we all know, there has been little unanimity 
among us as to treatment. An analysis of bites 
in humans will never point the way to rational 
therapy. There are four pit vipers involved, and 
identification is not always possible. The amount 
of venom injected is extremely variable, from 
none to a lethal dose. Reaction to such an ac- 
cident in the field is so inconsistent regarding 
therapy that no judgment can be passed on the 
value of tourniquet, incision and suction, im- 
mobilization, et cetera. It is obvious that the 
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finalization of treatment must be based on prin- 
ciples achieved from the study of experimental 
bites in animals with venom of titred toxicity and 
in known amounts. These animals subjected to 
various therapeutic techniques, and compared with 
untreated groups, provide the only way we will 
ever achieve accuracy in the estimation of a sug- 
gested method of treatment. Much of this research 
has been done and reported in investigative litera- 
ture, which rarely finds itself in the hands of the 
clinician. For instance, F. M. Allen in 1939 did 
exhaustive studies in animals which resulted in 
condemnation of the use of refrigeration in the 
treatment of snake bite. This was reported in the 
American Journal of Tropical Medicine. Yet, in 
1950, only by assumption and not on sound in- 
vestigative basis, this method of treatment was 
popularized and widely accepted by physicians. 
Only recently it was again condemned experi- 
mentally as added trauma to an already dam- 
aged extremity by Ya and Perry. It should be 
permanently excluded from our therapeutic ar- 
mamentarium in the treatment of snake bite. 
Much has been clarified in favor cf the value 
of immediate incision and suction by Gennaro, 
who tagged venom with radioctive iodine and 
could then measure a retrieve of 40 per cent of 
the amount injected in a subcutaneous experi- 
mental bite in dogs. This confirmed the qualita- 
tive work done originally by Dudley Jackson in 
1928. Gennaro advocates the use of small incisions 
over each fang mark just through the skin. It 
has been well established that antivenin is the 
keystone of managment. Not one ampule but even 
20 may be indicated, particularly in a child. Not 
only systemic collapse but the extent of local 
damage also may be diminished, or even con- 
trolled, by antivenin. 

It is particularly important to assess the situa- 
tion before embarking upon the administration of 
antivenin. A snake bite should not be the indi- 
cation for treatment, but rather the characteristic 
clinical picture of venenation or venom poisoning. 
Many venomous snake bites co not result in the 
injection of sufficient venom to warrant any treat- 
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ment but the most conservative management; that 
is immobilization, a lightly applied tourniquet, 
and incision and suction for 30 to 60 minutes. 
Prognostic factors in predicting outcome are the 
number of fang marks and the length of time the 
snake holds on to his victim. When, however, one 
is confronted with a patient who has received a 
significant amount of venom, local pain and rapid- 
ly spreading edema appear. If systemic mani- 
festations of fasciculation, numbness, tingling, 
paralysis, vomiting, convulsions, and shock soon 
follow, they demand the most radical form of 
treatment—namely the administration of anti- 
venin. The pick-up by the circulation of intramus- 
cularly injected antivenin is poor in a serious 
venenation where severe shock is present, and 
the intravenous route must be utilized. 

Excision of the bite area and amputation, if 
doi.2 immediately, have been suggested to be of 
value in experimental bites in animals. There 
have been no clinical reports of its value in hu- 
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mans, but immediate surgical excision is worthy 
of consideration if proper conditions are at hand 
and if the bite is in an area amenable to such 
a procedure. 

Prevention and education, in addition to 
therapy, must also be the goal in medical manage- 
ment of any problem. Identification placards of 
venomous snakes indigenous to each area, with 
summarization of treatment, should be placed on 
the wall of every hospital emergency room. 
Similar posters should adorn the walls of each 
public school library. The Florida State Board 
of Health has given assurance that it will pioneer 
the registration of venomous snake bites, by 
physicians. With these measures in practice, in 
five years a great pool of valuable information 
will be obtainable. It would prove that we, the 
physicians in Florida, are cognizant of our prob- 
lem and are adopting more effective methods to 
combat it. 

NEwTOoN J. McCotioucuH, M.D. 
ORLANDO 





The Forty Hour Week—The Doctor’s Dilemma 


We physicians have devoted a great deal of 
thought in the last few years to what effect 
Government Medicine would have on medical care 
for the American people as they know it today. 
At the same time, we have given very little 
thought to the effects of the “40 hour week,” 
which has changed the entire way of living of 
these people, thereby directly affecting the prac- 
tice of medicine. 

Admittedly, the 40 hour week is in many 
ways a fine thing; it provides families with the 
opportunity to spend more time together, to have 
more recreation, and to be healthier and happier. 
At the same time, we have taught the public 
that they should see their physician regularly, 
and that they should consult him when they 
detect the slightest symptom. More and more 
people are now following this advice, with the 
result of an ever increasing pressure on the phy- 
sician’s time. In addition to these increased de- 
mands upon his own time, the physician now finds 
his office hours, regarding employees, limited by 
this same 40 hour week. For example, in San 
Francisco today, physicians are unable to obtain 


employees who will work on Saturdays. This 
trend is rapidly spreading across the country, and 
I predict that the time will come when we will 
all have to close our offices on Saturday, because 
of this lack of employees. 

Another consequence of the 40 hour week, by 
which we as physicians will be affected more 
and more in the coming years, is the marked 
reduction in the number of young people applying 
for entrance to our medical schools. Although 
there may be many factors involved, undoubtedly 
the long, unlimited working hours of a physician 
in private practice are a strong deterrent to many 
prospective doctors. I have found that new phy- 
sicians entering the practice of medicine, partic- 
ularly group practice, are exceedingly interested 
in how many hours per week they must work, how 
much vacation they have, how many nights they 
have off, et cetera, all of which is completely for- 
eign to the older physician’s thinking. 

Most hospitals today, as a matter of course, 
expect their employees to be willing to work 
more than 40 hours a week, and it is a fact that 
the majority of these employees are underpaid 
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b. today’s standards. The time is rapidly ap- 

‘oaching when, in order to attract competent 
pevsonnel, the hospitals and physicians will be 
compelled to offer a 40 hour week, and commen- 
suvate salaries. Since one of the biggest factors in 
the health dollar is the cost of labor, this obvious- 
ly means that hospitalization costs must double 
and probably triple. Dr. Howard Sprague, of 
Boston, has predicted that by 1970 the cost of a 
private room in a Boston hospital will be $65 
per day. We, as physicians, shudder and fig- 
uratively hide our heads in shame at the mention 
of hospitalization costs rising, but this attitude is 
wrong on our part; while it is definitely our 
obligation to see that the patient’s health dollar 
is not wasted, we are equally obligated to ensure 
the medical personnel’s having the same working 
standards that the steel workers, the coal miners, 
and the automobile workers demand and have. 
This is only fair. 

Whether we, as physicians, like it or not, our 
way of life and our practice have been affected 
by the 40 hour week, and we are now faced with 
the necessity of adjusting to these changes. We 
must learn to utilize better the limited time avail- 
able to us, so that our skills and our training may 
be employed to greater advantage in behalf of 
the patient. We must work actively in recruiting 
more physicians and medical personnel—as an 
example, increased guidance at the high school 
level to encourage more outstanding students 
to enter training in medicine and its allied fields. 

The changes which the 40 hour week have 
brought about in the practice of medicine will be 
an ever mounting factor in the next few years, 
and we must meet this challenge objectively, in- 
telligently, and with vigor. 
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Papers for Annual Meeting 


The Committee on Scientific Work requests 
that members desiring to present papers at the 
Association’s Annual Meeting May 9-13, 1962, 
submit an abstract prior to November 20. 
Those planning scientific exhibits should sub- 
mit a short description to the Committee at 
P.O. Box 2411, Jacksonville 3. 
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Amistad 


This Spanish word means friendship. The 
many thousands of physicians who practice their 
art in Central and South America and in the 
islands that lie between, should be our friends. 
We must know them better and respect them 
more; as friends and not just acquaintances. 
Most of these doctors speak Spanish (Portuguese 
in Brazil), and all of them are “different.” This 
“difference” disappears when friendships are 
formed. 

Valiant, though often erratic, efforts have 
been made by national and philanthropic medical 
groups to stimulate communication and coopera- 
tion between the doctors of this hemisphere. 
Scholarships have brought Latin American doctors 
to the United States and teams of truly devoted 
United States volunteers have gone into the rural 
portions of Central and South America to bring 
medical and spiritual gifts. But often, certainly 
not by design, friendship has been lacking. Im- 
personal, condescending attitudes have existed es- 
pecially when “differences are great” and the “job 
to be done” is more important than the recipient 
of the job. 

We physicians in Florida can bring friend- 
ship into these relationships. We should learn 
the rudiments of Spanish language and culture, 
a stimulating leisure activity. We should invite 
the children of Latin American physicians into 
our homes and send ours to theirs. Most of our 
colleagues live comfortably with conveniences, 
eating habits and morals close to our own. A 
month in the home of a “foreigner” can be an 
exciting experience to an adventurous teenager. 
We should invite individual physicians from 
Latin American cities and towns to our medical 
meetings, provide them with a place to stay and 
offer them an opportunity to participate in our 
meetings. (No federal financing needed here.) We 
might encourage preceptorship at the medical 
school level for temporary association with doctors 
in the large and small hospitals and universities. 
Again the emphasis on “live in’ arrangements. 

Friendships are not easily won and language 
and cultural barriers are still separating physicians 
of good will and intent. Here in Florida our near- 
ness to the land to the South gives us un- 
paralled opportunities to visit and be visited by 
our friends. 

CourRTLANDT D. Berry, M. D. 
ORLANDO 
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CLINICAL COMMENT 











Under this heading, The Journal presents information 
gathered by Florida physicians attending the various 
medical meetings. The thoughts expressed are those 
reported by the author and are not intended as scientific 
references. 


Obstetric-Pediatric Seminar 


The Eleventh Annual Postgraduate Obstetric- 
Pediatric Seminar was held at the Colonial Inn 
in St. Petersburg Beach, Aug. 17-19, 1961. Dr. 
James M. Ingram, of Tampa, chairman of the 
Committee on Maternal Health of the Florida 
Medical Association, served as chairman of the 
program committee. The wide variety of subjects 
ranged from genetic counseling in pediatric prac- 
tice, presented by Dr. William E. Laupus, Asso- 
ciate Professor of Pediatrics, Medical College of 
Georgia, to a “wide open” obstetric-pediatric 
panel discussion on medicolegal problems, a popu- 
lar annual feature, led by Dr. Franklin J. Evans, 
of Coral Gables, and Edward B. Rood, a Tampa 
attorney. 

Genetic disorders in man have emerged as the 
newest subject of importance in medicine, and 
children born with these conditions present dif- 
ficult diagnostic problems for the clinician as 
well as socioeconomic problems for the parents. 
Physicians now are expected to explain to parents 
the risks for future children or future pregnan- 
cies. A knowledge of the previous maternal ex- 
perience with Rh disease, a stillborn infant or a 
jaundiced infant will influence the counseling. A 
maternal antibody titer of 1 in 64 suggests in- 
creased danger to the infant and is the cut-off 
point. If the maternal antibody titer is 1 in 64 
at the start of pregnancy, 37 per cent of the preg- 
nancies will not reach 37 weeks. The genetic 
counseling also will depend upon a specific knowl- 
edge of the heterozygosity of the husband and 
the genotype of living children. Counseling takes 
two forms: giving information based on scientific 
fact, and guiding the parents in the direction that 
will enable them to make the best decision. In 
discussing Dr. Laupus’ paper, Dr. Richard T. 
Smith, chairman of the Department of Pediatrics 
at the University of Florida College of Medicine, 
pointed out that it is the responsibility of the 
physician to temper the analysis of the problem 
with understanding, particularly with those 
parents who are not willing to accept the cold 
facts of reality. 
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In another presentation, Dr. F. Bayard Car- 
ter, of Duke University Medical Center, emphati- 
cally pointed out that psychiatry now has a 
major role in obstetrics and gynecology. Early 
discharge from the hospital prevents recognition 
of postpartum psychosis. The stress of pregnancy 
will bring to the surface weakness in psychological 
health, and verbal rejection of the pregnancy or 
the child is not necessarily pathological. The 
physician must be willing to listen, rather than 
talk, if he would uncover the possibility of an 
emotional stress reaction during pregnancy. He 
must help the patient to attain a mature state 
and to re-evaluate herself. Often group interviews 
allow her to verbalize much easier. 

Two types of reactive functional psychoses 
occur in pregnant patients; 50 per cent are schiz- 
ophrenic and 50 per cent depressive, evenly 
distributed among multiparous and primiparous 
patients. One in 400 who have come through a 
pregnancy will have a serious reaction. Sixty-five 
per cent of the psychotic reactions occur when 
the patient is at home during the lactation period, 
most often in women between the ages of 28 
and 30. The rate is higher in patients subjected 
to cesarean section and in illegitimate pregnancies. 
The prognosis for patients having a schizophrenic 
reaction is four to five months’ hospitalization for 
20 per cent and up to two years or longer for 
the remaining 80 per cent. For the patient ex- 
periencing a depressive reaction the prognosis is 
better, with 75 per cent released from institutional 
care within one year. 

Dr. Smith, in discussing psychiatric problems 
in pediatrics, emphasized that 90 per cent of these 
problems must be handled by general physicians 
because of the lack of psychiatrists and child 
guidance clinics. He cited reasons why the general 
physician is qualified to handle these cases: 1. 
He is well acquainted with the patient and his 
family and has their confidence. 2. He knows the 
family and family interrelationships. Some of 
the psychiatric problems the general physician 
probably can handle include those presented by 
the handicapped child, the mental defective, and 
the obese child. Problems that may require psy- 
chiatric aid include hysterical states, and en- 
copresis. 

In discussing ectopic pregnancy, Dr. Robert 
H. Barter, of George Washington University 
School of Medicine, stated that the mortality 
prior to the advent of the surgical approach was 
70 per cent; with surgery the mortality is now 
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about 7 per cent. The diagnosis is difficult in many 
instances. The differential diagnosis includes pel- 
vic inflammatory disease and threatened abortion, 
Miillerian duct cyst and uterine myoma. The dan- 
ger is one of hemorrhage. In one study 74 per 
cent of the patients had more than 250 cc. of blood 
in the abdominal cavity. Exsanguinating hemor- 
rhage occurs when there is a rupture at the 
cornual end of the fallopian tube. This is called 
the “coroner’s end.” Anemia, pain in the shoulder, 
abdominal pain, a history of venereal disease, 
previous exploration and the “bathroom sign” 
help make the diagnosis. Most important is the 
“ectopic awareness” of the physician. Culdocen- 
tesis is not a satisfactory procedure. Culdoscopy, 
colpotomy and exploratory laparotomy are more 
reliable and diagnostic. Clinical appraisal dif- 
ferentiates the surly, uncooperative patient with 
pelvic inflammatory disease from the worried, 
pale-tongued, impending doom patient with ec- 
topic pregnancy and hemorrhage. Delay in diag- 
nosis on the part of the patient or the physician 
frequently leads to a patient who is a poor sur- 
gical risk. 

Confidential communications, contraceptive 
sterilization and the legality of abortions and 
prosecution of criminal abortionists were sub- 
jects of lively debate on the final day of the 
Seminar. Florida is one state that does not rec- 
ognize privileged communications in medicolegal 
conflicts. In regard to abortions, many problems 
arise. Courts have asked physicians to perform 
abortions, but are unwilling to authorize them. 
Procured abortion is a better term than illegal 
abortion. Medical indications for abortion have 
declined rapidly; for example, heart disease and 
tuberculosis in pregnancy are no longer constant 
indications. Now the major problem is one of 
psychiatric reasons. 

Accuracy and specificity of diagnosis are de- 
manded today by the public. The basis of mal- 
practice suits is dependent on the definition of 
ordinary practice in the community, and the spe- 
cialist is expected to know more than the average 
physician. Laws are written in general terms and 
acquire significance only in specific instances. 

Pediatricians have special problems, for the 
courts recognize that newborn infants require 
special care. The age of majority for consent 
purposes and the age of adolescent discretion 
were explained by Dr. Evans. A broad range of 
15 to 20 years of school age is involved here. The 
statute of limitations also has special meaning 
for the pediatric patient. The date of onset varies 
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with the date of injury and date of discovery. The 
age of majority may extend the statute of limi- 
tations in certain instances. 
NicnHotas G. ALExiou, M.D. 
GERALD W. Pow ey, M.D. 
JACKSONVILLE 
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In this column, The Journal encourages open discus- 
sion of controversial subjects. Letters, to be published, 
should be in good taste and signed by the authors. The 
epinions expressed are those of the author and not 
necessarily of The Journal. 


May 23, 1961 


Kenneth Babcock, M.D., Chairman 
Joint Commission on Accreditation of Hospitals 


Dear Dr. Babcock: 


The Chairman of our BoarJ of Trustees (ours 
is a completely privately owned nonprofit hospi- 
tal) accompanied us throughout the visit of the 
last surveyor. This chairman is “floored,” a source 
of acute professional embarrassment to the staff. 

We have a very active, conscientious, and 
intelligent group of trustees. Quite properly (at 
least in theory) they judge their own performance 
in maintaining a first rate hospital strictly in the 
light of the Joint Accreditation Commission’s 
attitude. Perhaps then you can imagine the pres- 
ent dismay in the mind of the Trustee Chairman. 
He personally observed what the survey consisted 
of, conversed at length with the surveyor and 
now has found that we are denied full accredita- 
tion as the result of this “survey.” 

I am chairman of our Accreditation Com- 
mittee; so I have made it a point to compare ex- 
periences with other hospitals in our state. The 
same sort of examples prevail: Intensive effort 
by everyone to rectify all of the deficiences indi- 
cated on last year’s survey was given no apparent 
recognition by this year’s inspector. Instead, he 
turned out a new list of criticisms, many of them 
false (he simply did not look at some of the 
things he called deficient). Most of the remainder 
of criticisms involved manifestly minor matters. 

As in all hospitals, we have some staff mem- 
bers hard to convince of the desirability of 
accreditation. In an attempt to influence them 
toward better cooperation for the future, and 
to make it plain to the surveyor that our entire 
staff was intent on achieving accreditation, we 
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met at a luncheon on the day of the survey, and 
invited your surveyor to attend. 

The results were dismal to say the least. The 
surveyor began with a little talk that was quite 
inapplicable to the circumstances, then asked for 
questions. Some members asked questions as to 
the reason for such and such a criticism in the 
past. The surveyor answered with no rationale 
whatever, only a polite, firm, brief statement that 
this was the decision of the Joint Commission. 
Now, I am sure that each policy of the Joint 
Commission has a logical reason behind it and 
any suitable comment about that reason would 
have been helpful. Instead, as each question 
was answered in the same fashion, it became 
obvious that the surveyor, in making criticisms, 
was doing it by rote, without any knowledge of 
the background to temper his judgment. In due 
time it became apparent that the surveyor thought 
we were needling him and began to show irrita- 
tion. At this point we stopped. 

In the next town, no such mistakes were 
made: The inspector was greeted by a glad hand 
artist, shown reams of paper indicating that most 
of the past year had been spent in preparing 
committee reports by various departments of the 
hospital. He was steered carefully to suitably 
selected parts of the hospital, given a nice lunch 
in private without being exposed to any of those 
old staff members and hurried away as soon as it 
could be done politely. He gave the hospital a 
three year accreditation. 

This is wrong. 

That hospital deserved accreditation, but he 
does not really know it. Accreditation is an ex- 
cellent idea, and should be a wonderful thing; in- 
stead, it is missing the big boat it has built. The 
pendulum is bound to return, but please let us 
help it start. 

To many of us, it seems time that the Joint 
Commission settle down to a limited scope of real 
effectiveness. We have written to the Joint Com- 
mission on a wide variety of subjects brought 
up by either a surveyor in years past or by a 
member who thought a certain small matter 
would be important in accreditation. An opinion 
was asked in each case, and in every single in- 
stance an opinion was given. This is totally un- 
necessary. There does not have to be an arbiter 
for every matter pertaining to all hospitals. If I 
wrote and asked what color to paint our nursery, 
I would be told the color, not that this was within 
the discretion of the local hospital officials. 

It appears that much of this type of activity 


is based on a condition of being “over-lawyered.” 
All sorts of things are being required in our 
hospital activities, many of them necessitating a 
substantial increase in cost of hospitalization, 
simply because in a remote town somewhere a 
lawyer succeeded in a damage suit against a staff 
member of a small hospital for a rather obscure 
reason. The risk of such a thing happening any- 
where else, and particularly in our area, certainly 
is something that can be left up to lawyers in 
our area. And we should be permitted to accept 
that risk if we wish. 

Some discretion needs to be developed toward 
making recommendations according to the size of 
the hospital. There are a number of important 
considerations which should be applied to any 
large hospital, especially a teaching one. And 
surely your “powers that be” are aware of the 
fact that some of these have no application what- 
ever to a 50 bed hospital. The awareness is not 
shared by the lay people of a Board of Trustees, 
nor is it apparently shared by your surveyor. Can 
you think of anything sillier than the insistence 
that a 50 bed hospital with an active staff of 
eight general practioners should have formally 
organized, separate departments of Medicine, 
Obstetrics, Surgery, et cetera, with a chief of each 
department and proper monthly written reports 
from the chief of each section? This is the hat- 
changing gimmick reductio ad absurdum. There 
are at least six or eight other items in which no 
apparent discrimination is shown according to the 
size of the hospital, but this would grow too 
lengthy. 

We are too busy for fooling around. We are 
glad to spend time that is productive, but hospital 
expense for patients is already too great to ex- 
pend time and money on ineffectual brainstorms. 

Recommendations: 

1. Start making your “survey” a survey and 
not a sidewise glance. This will avoid foolish 
mistakes in your reports. Such mistakes may be 
relatively unimportant intrinsically, but the bitter- 
ness engendered in a staff falsely criticized nulli- 
fies much good. Accept only qualified surveyors. 

2. Set up realistic standards applicable accord- 
ing to the size of the hospital surveyed. This does 
not necessitate changing any of your published 
policies. All you need do is require a little 
thoughtful judgment from the people who make 
the surveys. In the case of a requirement that 
is important in a teaching hospital only, the sur- 
veyor need only omit any reference to such a mat- 
ter in his survey report of a small hospital. 
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3. Start recognizing your true importance, 
-.d stick to important things. Let somebody else 
rin the question and answer department as to 
s iggestions in various hospital administration 
; oblems. A pronouncement from your office has 
tne weight of final authority, and should be re- 
served for things that deserve that much weight. 

4. When less than full three year accreditation 
is awarded, your criticisms should be weighted 
io indicate which deficiencies are serious and 
important if the hospital expects to improve its 
status in the next year’s survey. 

5. De-emphasize paper. Necessary charts, for- 
mal procedures, all things involving reasonably 
possible legal action at some time or other, a!l 
should require careful record keeping. The listing, 
totalization, itemizing, summation, et cetera, that 
make up the paper superstructure of bureaucracy 
have become of overwhelming importance, regard- 
less of whether the information contained on all 
of this paper will ever be of any use to anyone 
in the future. We might as well be socialized if 
this bureaucratic trend continues. The survey 
is using red tape methods to “cover the field,” 
instead of actually personally inquiring and ob- 
serving to find out if this is a good hospital. As 
things stand now, it is not necessary to have a 
good hospital, only good paper work. 

We are gradually succeeding in persuading, 
browbeating, and encouraging the various mem- 
bers of our staff into accepting the good aspects 
of accreditation. We think it should be a wonder- 
ful thing. We only ask that your own activities 
be consistent with making it a wonderful thing. 


W. E. Manry Jr., M.D. 
LocaL ACCREDITATION CHAIRMAN 





OTHERS ARE SAYING 


OTHERS ARE SAYING 











SURGICAL COMMENTS 
Amos R. Koontz, M.D. 


Disembowelment in the Field 
With Cure 


The Amazing Feat 
of a Confederate Surgeon 


The incident here related shows what can be 
done under the most primitive circumstances, 
with limited facilities, if the surgeon is conscien- 
tious, determined, and follows the elemental prin- 
ciples of good surgery. 
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In the early 1920’s, in looking up the litera- 
ture for a paper on “Rupture of the Diaphragm 
(Ann. Surg., 80:898,1924) in the Library of the 
Medical and Chirurgical Faculty of the State 
of Maryland, I came across Holmes’ 3-volume 
System of Surgery. This was an English system, 
first published in 1870. The chapter on gunshot 
wounds was written by Dr. Hunter McGuire, of 
Richmond, Virginia, who at that time probably 
knew more about gunshot wounds than any other 
man in the world—for he had been the Medical 
Director of Stonewall Jackson’s Second Corps of 
the Army of Northern Virginia. He had been re- 
sponsible not only for all the wounded in that 
famous corps but also for all the wounded the 
Federals left on the battlefields after their numer- 
ous defeats by the corps’ great commander, 

In this chapter Dr. McGuire recounted a case 
of what he said was the most extensive wound of 
the abdominal parietes that he ever saw. A shell 
from a Federal gun had exploded very close to 
a Confederate officer and a fragment struck him 
114 inches below, and a little to the right of, the 
ensiform cartilage and passed downwards toward 
the right anterior superior spine of the ilium. The 
missile fractured 3 ribs on the right side, tore off 
the anterior superior spine and a part of the 
crest of the ilium, and laid open the abdominal 
cavity from the point where it struck to a point 
an inch below the anterior superior spine. The 
missile then continued on its course and inflicted 
a deep flesh wound in the upper and outer part 
of the right thigh. Dr. McGuire said that the 
officer had been treated by Drs. Amus and Walls 
of Virginia. The patient recovered and returned 
to duty in the field 8 months afterwards. 

The family doctor of my family from 1865 
to the time of his death about 1910 was Dr. 
Thomas B. Amiss, of Luray, Page County, Vir- 
ginia. Dr. Amiss had been a Confederate surgeon, 
was a contemporary and close friend of my grand- 
father’s, and I was named for him (although the 
spelling of the first name was changed). He and 
my grandfather, who had been a dispatch rider 
as a civilian (because of a crippled right hand 
from a hunting accident before the War he could 
not enlist), went to the Annual Meeting of Con- 
federate Veterans together almost every year, Dr. 
Amiss always in his Confederate gray uniform. 

It occurred to me that the Dr. “Amus” in Dr. 
McGuire’s account might be my old family doctor 
who had delivered me and my 2 sisters. Ac- 
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cordingly, I wrote to Dr. Amiss’s son, Mr. Fred- 
erick T. Amiss, and inquired if he could throw 
any light on this subject. He knew all about 
the case, and his father and his uncle had been 
the doctors who had taken care of the badly- 
wounded officer, Dr. Amiss had read an account 
of the case before the Association of Medical 
Officers of the Army and Navy of the Confed- 
eracy in Richmond in May 1908. I will let Dr. 
Amiss’s own words give the details of how this 
case was handled: 


After the battle of Cedar Mountain in August, 1862, 
when our forces were falling back on Orange Court-house, 
my regiment, the 31 Georgia Infantry, formed the rear 
guard. We had not gone far before a courier came to 
the rear and asked for the surgeon, saying “that Dr. 
McGuire wanted him to look after a wounded man 
near the roadside.” I asked the courier to guide me to 
the wounded man, and with my brother, Dr. William 
H. Amiss, surgeon of the 60th Georgia regiment, we 
arrived at the roadside and found the wounded man a 
few feet inside of a field. 

I dismounted and going up to him, saw that his 
bowels were out, and called back to my brother, “the 
only thing to do to this man is to dig a hole and put 
him into it.” The wounded man aroused and replied, 
“That is what Dr. McGuire told me, but if youd ..n 
doctors would do something for me, I would get well.” 
I said, “My friend, do you know that your bowels are 
all out and covered with hen-grass, clay dust, and sand?” 
He again replied, “I had a hound dog run a mile with 
his guts out, and caught a fox; and I know I am as 
good as a dog, and can stand as much.” I pulled his 
blanket from him and found that he was a Major. I said 
to my brother, “This man is full of all sorts of grit 
(meaning sand from the road and physical stamina as 
well) and we will do what we can for him.” 

I ordered my litter-bearers to carry him to a nearby 
farm house, Mr. James Garnett’s, where we placed him on 
the dining table and proceeded to clean his wound, which 
was caused by a shell from the enemy’s gun, which 
tore away the abdominal wall, crushed the bones of 
the hip, and narrowly missed the intestines. My brother 
washed out the abdominal cavity removing therefrom 
a handful of sand and vegetable matter. The point of the 
hip bone was broken and hanging down. This was cut 
off. The work was all carefully done, and the washing and 
sponging was done with salt solution. The sewing up of 
the wound, about 7 inches long, I did with ordinary 
Boss cotton and a calico needle. The wounded man was 
Major Snowden Andrews, of the Maryland Artillery, and 
later became Commander-in-Chief of the Khedive Army 
of Egypt. 

This case is reported in Holmes’ System of Surgery, 
Volume III, page 499, accrediting the operation to Doctors 
Amus and Wall, of Virginia, which should have been 
Dr. William H. Amiss and Dr. Thomas B. Amiss, his 
brother, as Major Andrews afterwards testified. The 
notoriety of this recovery was freely discussed by the 
medical fraternity of London just before the breaking 
out of the Franco-Prussian War, and it was suggested 
that the recovery was due to dust from the roadside 
which had completely settled over the wound, and 
careful. surgery afterwards. This led to the practice of 
dust treatment for wounds in the Franco-Prussian War, 
and this in turn led to the use of antiseptic powders in 
wound treatment. 


Dr. Amiss, who, with his brother, had gradu- 
ated from the Medical School of the University 
of Pennsylvania shortly before the War, lived to 
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a ripe old age and served a large practice faith- 
fully and well all through the years until his 
death. I feel sure that I am correct in saying 
that no doctor in Page County ever enjoyed the 
confidence, trust, respect, and affection of the 
people of that county more than did Dr. Thomas 
B. Amiss, I shared all those feelings for him 
myself, and it is not without emotion that I pay 
this belated tribute to a man who was an orna- 
ment to our profession. 


1014 St. Paul Street 

Baltimore 2, Maryland 
Reprinted from Current 
Medical Digest 
May 1961. 
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Questions and comments on appropriate economic 
and practice management problems are invited for 
publication in this column. Answers to your questions 
will be provided by a panel composed of various Florida 
members of the Medical-Dental-Hospital Bureaus of 


America. 

Question: In June 1961 the House of Delegates 
of the American Medical Association adopted a 
resolution, voicing its stand on the proposed fed- 
eral elder care legislation, in which it stated in 
part, “The House of Delegates believes that the 
medical profession will see to it that every person 
receives the best available medical care regard- 
less of his ability to pay, and it further believes 
that the profession will render that care accord- 
ing to the system it believes is in the public in- 
terest, and that it will not be a willing party to 
implementing any system which we believe to be 
detrimental to the public welfare.” This has been 
referred to as the Magna Charta of American 
Medicine, and certainly is strong language. I be- 
lieve in it and feel it is my obligation to make the 
present system of private enterprise medicine 
work in my day-by-day practice. “Ability to 
pay” is the nucleus of several of my practice 
management problems. What are your sugges- 
tions for the practical administration of the abil- 
ity-to-pay element? 


Answer: -Necessarily this must be a straight- 
from-the-shoulder answer and somewhat more 
general than you may want. We feel American 
medicine is in its golden age of self determination, 
great professional productivity and high income 
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otential. A change is in process, and it could take 
asily the road of gradual encroachment and 
nal full control by government planners and 
igencies. Strong words and good public relations 
rograms by organized medicine will not suffice 
o stay this trend unless most practitioners reflect 
hese good policies in daily dealings with their 
yatients. Many physicians, we observe, fail to 
effect their good intentions with their patients 
either because they minimize the time and effort 
required for implementation of these intentions 
or by simple default to their aides. Whether a 
savory job or not, this problem must be met 
forthrightly now in each private office or the 
current stand re government medicine is infinitely 
weakened. 

Ability to pay is a relative matter, and each 
physician would be wise, first, to organize his 
own thinking, then secondly, to relate this think- 
ing to specific policies and specific routines in his 
office. 

One patient who makes a wage of $130 a 
month readily pays the usual fee for his appen- 
dectomy, while another with monthly family in- 
come of $750 finds he has no money whatsoever 
available for his doctor. Obviously, this situation 
calls for some yardstick, a clearer concept, and 
perhaps appropriate means of communicating it 
to the public. For one thing, certainly you do not 
expect to deprive any patient of the necessities of 
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life in order to pay your fee; these necessities 
include food, clothing, lodging, tools of a trade, 
and a highly variable list of other things com- 
mensurate with a person’s employment or profes- 
sional standing, and necessary to the retention of 
self respect. 

Proper administration of the ability-to-pay 
element requires communication with and about 
the patient or responsible person. Appropriate 
and adequate economic history should be obtain- 
ed on all new patients. The accompanying illus- 
tration shows a simple form by which this infor- 
mation is obtained with minimum staff time and 
effort; the patient completes the form while wait- 
ing for the doctor. This form may be produced 
by any printer. Subsequent conversation between 
patient and doctor or staff should bring out the 
probable cost of any major or extended care, the 
preferred manner of payment, and any undue 
hardship which would be caused by the fee 
named. Some physicians and nationally known 
clinics routinely verify this information with 
credit report sources, particularly when substan- 
tial care is involved. Your local Medical-Dental- 
Hospital Bureau can provide this information, or 
refer you to a reliable source. 

Valid hardship and other circumstances re- 
lated to the ability to pay often come to light 
only after care has been concluded. At all times, 
























































PATIENT HISTORY INFORMATION spate a, WE 
(PLEASE PRINT) 
Patient... ..Date of Birth 
(Full Name of Patient, do not use Initials) 
Name.......... Phone 
Widowed e Divorced CO (Full Name of Husband, Father, or Responsible Party) 

Married [] Single [] Given mame of Husband or Wife... ...........-.ecceeccsssssssseseeeceeeesnnnnnneennnrenennsennes 
No of Children.................. (If not shown above) | 
Address................. i IO a 

(Street Number — City or Town) Zone 
If Military 
Serial # Rank Attached To | 
Employer............ 
(Employer of Patient or Husband, Wife, Etc.) Department 
Employer's Address......... 
ena ITI ooo os er seen 
Retewed by... 
(Full Name) (Address) 
Nearest Relative 
and Address 
(Relative Not Living at Same Address as Patient) 
Insurance Company LO 
(If this visit is payable by insurance, give details to secretary now) 
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the patient should be encouraged to discuss freely 
with the doctor or designated staff any matters 
which relate to this subject. The staff should be 
given specific instructions on the manner of han- 
dling all such responses. Consideration by the 
physician in each individual case usually is indi- 
cated, and he is wise to resolve each one by 
application of a fair, objectively determined poli- 
cy rather than emotion or mood of the moment. 

The final stage in the ability-to-pay admin- 
istration is related to collection routines. Patients 
who do not respond to timely billing must be con- 
tacted by an appropriate precollection program, 
one purpose of which is to inform your patients 
of your policies regarding ability to pay and to 
encourage them to advise you of any pertinent 
facts. Finally, the unpaid accounts of patients 
who have the ability to pay should be referred in 
an appropriate manner to an established collec- 
tion agency which will observe your policies on 
the ability to pay, an agency which is acquainted 
with the characteristics and necessities of medical 
practice and is geared to handle your accounts 
accordingly. 


BLUE SHIELD 





BLUE SHIELD 











Vox Populi 


Health insurance no longer has to be sold, 
but the competition is keen requiring that the type 
of program and the scope of benefits be presented 
in a convincing manner, backed by realistic 
products which meet the demand. Today, those 
who buy protection against the expenses of ill- 
ness, be they the individual consumers or the 
executives of business and industry, are no longer 
impressed by the altruistic goal of the Blues, or 
swayed by their pioneering accomplishments of 
years ago. Pioneers are associated with the past, 
a part of revered heritage, who may well be out 
of tune with the times. 

That this attitude is not merely sales propa- 
ganda of competitive carriers is borne out by the 
results of public opinion surveys sponsored by 
various groups, including Blue Plans and govern- 
ment agencies, and conducted by professional 
public opinion survey organizations. The picture 
they paint is none too bright, neither is it entirely 
black. The findings indicate that the future of 
the Blues, particularly Blue Shield, is bleak in- 
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deed unless a greater degree of flexibility is ex- 
hibited than those queried believe has been 
demonstrated in the past, and unless there are 
developed new and better programs in keeping 
with the demands of the times. They are reason- 
ably well satisfied with the benefits received 
through Blue Cross, but Blue Shield allowances 
seem minimal in terms of the size of the doctor 
bill. Integrity and dependability are recognized as 
commendable characteristics of the Blues. 

There is little indication that these surveys 
have penetrated extensively into Florida. Had 
they done so, it is highly probable that the find- 
ings might have taken on a brighter hue. Blue 
Shield of Florida is justifiably proud that it has 
not been resting on past accomplishments, be- 
moaning the inroads made by commercial carriers. 
Many of the initial steps the public is demanding 
have already been taken in Florida. Existing con- 
tracts have been expanded and improved, and 
extended benefits and master medical endorse- 
ments have been added. The new “K” Blue 
Shield contract is a long step toward providing 
benefits which more nearly meet the normal 
doctor bill. All these, however, although tangible 
evidence of the intent to catch up with the need 
and the demand of today’s economy, are also 
indicative of how far we yet have to go to reach 
the comfortable feeling of being out in front. 
People strongly indicate that they want broader 
coverage—diagnostic coverage and house calls— 
as well as greater protection against the big 
bills. 

Changing attitudes, made apparent by com- 
parison with previous surveys, merit careful con- 
sideration. Whereas, previously the public was 
concerned about the possibility of socialized medi- 
cine, it is no longer a disturbing factor, even to 
the extent of qualified endorsement. People are 
in favor of the Kennedy care-for-the-aged pro- 
gram. Although national, state, and local medical 
societies have expended substantial money and 
effort into public relations activities, the doctor 
image has steadily deteriorated, extending even 
to the individual’s personal physician. There is a 
feeling that doctors should be the last persons to 
direct Blue Shield. This reaction is quite different 
from that previously evidenced. 

The medical profession may question the 
judgment of those participating in the survey, but 
it would be injudicious to ignore the implications. 
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NEWS- PERSONALS 








Dr. James H. Ferguson of Miami, Professor 
«ud Chairman of the Department of Obstetrics- 
Cynecology at the University of Miami School 
cf Medicine, participated in the World Congress 
cf Gynecology and Obstetrics held September 3-6 
ia Vienna, Austria. Dr. Ferguson served as 
honorary chairman of one of the sessions and 
also presented a paper entitled “Correlation of 
Cytologic and Histopathologic Data in Carcinoma 
of the Cervix.” 

Zw 

Dr. Ivan Isaacs of Jacksonville presented 
testimony before the House Ways and Means 
Committee in Washington early in August in 
opposition to HR 4222, the King-Anderson Bill. 
He represented the Florida Radiological Society 
of which he is vice president. 

aw 

Dr. James G. Thomson, chairman of the 
Department of Pathology at the University of 
Cape Town, Union of South Africa, is serving for 
one semester as exchange professor of pathology 
at the University of Miami School of Medicine. 
Dr. W.A.D. Anderson of Miami, who is chair- 
man of the Department of Pathology at the Uni- 
versity of Miami School of Medicine, is taking 
Dr. Thomson’s place in Cape Town. 


Dr. Wilbur C. Sumner of Jacksonville has 
returned from a tour of Spain, France, Switzerland 
and Italy. In Spain, he was guest speaker at 
the University of Madrid College of Medicine, 
and at the University of Milan School of Medi- 
cine in Italy, he discussed cancer research. 

4 

Dr. Jere W. Annis of Lakeland has been at- 
tending conferences in Washington, D. C., with 
representatives of the Social Security Administra- 
tion. 

sw 

The University of Florida College of Medicine 
has announced receipt of two grants, one of 
$38,000 for a special study on the surgical treat- 
ment of breast cancer in women, and the other 
of nearly $200,000 to support training programs 
in neurology. Dr. Edward R. Woodward, chair- 
man of the Department of Surgery, and Dr. 
Lester R. Dragstedt, Research Professor of Sur- 
gery, will conduct the study on surgical treatment 
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of breast cancer, and Dr. Richard P. Schmidt, 
Professor of Medicine, will direct the training 
programs in neurology. 


Dr. Lauren M. Sompayrac of Jacksonville 
has returned from a tour of England and the 
continent of Europe. While in Liverpool, he 
attended the meeting of the British Association 
of Dermatology and participated in ‘discussion of 
cases presented at the Royal Infirmary at the 
University of Liverpool School of Medicine. He 
is an honorary life member of the Association. 
He visited various clinics in Rome, Naples and 
in Paris. 


aw 

Dr. Harold O. Hallstrand of Miami gave a 
presentation on “Peptic Esophagitis” and also 
served as a member of the panel on “Cancer of the 
Colon” at the recent Twenty-Sixth Annual Con- 
gress of the North American Federation of the 
International College of Surgeons. Dr. Hallstrand 
is a Regent for the College in the state of Florida 
and is Vice President of the United States Section. 


sw 
The University of Miami School of Medicine 
has announced that Dr. John A. D. Cooper, 
Associate Dean of Northwestern University Medi- 
cal School, will be unable to accept the position 
as Dean of the School of Medicine because of 
illness. Dr. Robert B. Lawson, Professor of Pe- 
diatrics and chairman of the Department of Pe- 
diatrics, will continue as interim dean. 
aw 
Dr. George F. Schmitt of Miami, secretary- 
treasurer of the Florida Diabetes Association, has 
announced that a combined arthritis and diabetes 
seminar will be held at the Balmoral Hotel, Miami 
Beach, October 18-20. The seminar is being 
presented by the Florida Chapter of the Arthritis 
and Rheumatism Foundation and the Florida 
Diabetes Association in cooperation with the 
Florida State Board of Health and the medical 
schools at the University of Florida and the 
University of Miami. 
aw 
The Department of Surgery at Emory Uni- 
versity School .of Medicine is presenting a post- 
graduate course in Cancer Chemotherapy Oc- 
tober 19-20 at Emory University Hospital. In- 
formation may be obtained from Dr. J. D. Martin 
Jr., Professor and Chairman, Department of 
Surgery, Box 459, Emory University, Atlanta 22, 
Ga. 
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Dr. Dewitt C. Daughtry of Miami, president 
of the Southern Chapter of the American College 
of Chest Physicians, has announced that the 
Chapter will meet November 3-4 at Dallas, Texas. 


Sw 
Dr. Paul S. Jarrett of Miami has been elected 
president of the Greater Miami Society of Psy- 
chiatry and Neurology. Serving with Dr. Jarrett 
will be Dr. Irwin S. Jacobs of Miami as vice 
president, and Dr. Stanley I. Holzberg of Coral 
Gables as secretary-treasurer. 
4 
Dr. Mozart A. Lischkoff of Pensacola has 
been voted an honorary life member of the Ameri- 
can Medical Society of Vienna, Austria. 


A Seminar in Clinical Medicine and Surgery, 
sponsored by the Duval County Medical Society, 
has been scheduled for November 12 in the Rob- 
ert Meyer Hotel at Jacksonville. Dr. Matthew 
E. Morrow of Jacksonville is program chairman. 
Six hours of Category I credit may be gained by 
attendance. 

Sw 

The University of Miami School of Medicine, 
Section of Thoracic and Cardiovascular Surgery, 
has announced the following Post Graduate Car- 
diac Surgical Colloquia for October and Novem- 
ber: October 14, “Surgical Treatment of Thoracic 
Aneurysms,” Dr. Myron W. Wheat Jr., Assistant 
Professor of Surgery, University of Florida Col- 
lege of Medicine; October 28, “Survey of Sur- 
gery for Valvular Heart Disease,’ Dr. Charles P. 
Bailey, Professor and Chairman, Department of 
Surgery, New York Medical College; November 
11, “Homologous Blood Syndrome During Clinical 
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Cardiopulmonary Bypass,” Dr. Howard L. Gad- 
boys, Clinical Assistant Professor of Surgery, 
University of Miami School of Medicine. The con- 
ferences are scheduled for the Pathology Confer- 
ence Room of Jackson Memorial Hospital. 





MEETINGS 








October 


Florida Academy of General Practice, Oct. 6-8, Hotel 
Diplomat, Hollywood 

Florida Diabetes Association, Oct. 18-20, Balmoral Hotel, 
Miami Beach 

Florida Psychiatric Society, Oct. 21-22, Grand Bahama 
Hotel, West End, Grand Bahama Island 

Florida Orthopedic Society, Oct. 21-22, 
Club, Boca Raton 

Seminar in Orthopedic Surgery, Oct. 26-28, College of 
Medicine, University of Florida, Gainesville 


Boca Raton 


November 


2nd Postgraduate Medical Seminar Cruise, Nov. 2-12, 
S. S. Hanseatic, College of Medicine, University of 
Florida, Gainesville 

Seminar in Clinical Medicine and Surgery, Nov. 12, Hotel 
Robert Meyer, Jacksonville 

Florida Urological Society, Nov. 3-5, The Inn, Ponte 
Vedra, Fila. 

Florida Pediatric Society, Nov. 9-12, Cherry Plaza Hotel, 
Orlando 


December 


Flcrida Obstetric and Gynecologic Society, Dec. 1-3, 
Gault Ocean Mile Hotel, Fort Lauderdale 

Florida State Surgical Division, International College of 
Surgeons, Dec. 1-2, College of Medicine, University 
of Florida, Gainesville 





DO YOU HAVE... 


DO YOU HAVE... 


P. O. Box 2411 





A PAPER —OR A SCIENTIFIC EXHIBIT 
You would like to present at the Florida Medical Association’s Eighty- 
Eighth Annual Meeting, May 9-13, 1962, Bal Harbour? 
Scientific Paper—An abstract of 50 words 
should accompany application 
Exhibit— With application, send resume of 
subject and photograph or sketch 
Deadline for abstracts is November 20 


A HOBBY OR COLLECTION? 
Begin now to prepare your exhibit and notify us the space you will need. 
To be assured a place on the program, contact 
Committee on Scientific Work 





Jacksonville 3, Florida 














Fioripa M.A. 
TOBER, 1961 369 














only one 
lasts all night 






only one 
lasts all day 

















PRO-BANTHINE PA. 


(BRAND OF PROPANTHELINE BROMIDE) 


PROLONGED-ACTING TABLETS—30 mg. 
Effective - Convenient * Sustained Action 


PRO-BANTHINE®, the leading anticholinergic, is now available in a distinctive 
prolonged-acting dosage form. 

The prolonged action of new PRO-BANTHINE P.A. is regulated om simple phys- 
ical solubility. Each PRO-BANTHINE P.A. tablet releases about half of its 30 mg. 
promptly to establish the usual therapeutic dosage level. The remainder is 
released. at a rate designed to compensate for the metaholic inactivation of 
earlier increments. 

This regulated therapeutic continuity maintains the dependable anticho- 
linergic activity of PRO-BANTHINE all day and all night with only two tablets 
daily in most patients. 

New PRO-BANTHINE P.A. will be of particular benefit in controlling acid 
secretion, pain and discomfort both day and night in ulcer patients and in 
inhibiting excess acidity and motility in patients with peptic ulcer, gastritis, 
pylorospasm, biliary dyskinesia and functional gastrointestinal disorders. 
Suggested Adult Dosage: One tablet at bedtime and one in the morning, 
supplemented, if necessary, by additional tablets of PRO-BANTHINE P.A. or 
standard PRO-BANTHINE to meet individual requirements. 


6.v. SEARLE «co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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NEW MEMBERS 











The following doctors have joined the State 
Association through their respective county medi- 
cal Societies. 

Active 

Bass, Haskell H. Jr., Bradenton 

Brickler, Alexander D. (Col.), Tallahassee 

Comezanas, Victor M., Tampa 

Dame, George M., Lake City 





Why do so many pension planners 
follow the leader ? 


My company writes far more individual policy 
pension plans for businesses than any other 
company in the country. There are good rea- 
sons for this leadership. Many of them are 
applicable to personal pension planning as 
well. New England Life’s plans are unusually 
flexible; the Company's investment yield is ex- 
cellent; the depth of knowledgeable personnel 
both in the Home Office and on the local lev- 
el is impressive. Now that personal pension 
planning is a matter of deep interest to you, 
may | help you? 


I. M. Sulzhacher 


1609 Barnett Bank Building 
Jacksonville, Florida Elgin 3-8603 


To help you plan now for the years ahead 


NEW ENGLAND LIFE 


NEW ENGLAND MUTUAL LIFE INSURANCE COMPANY, 
FOUNDER OF MUTUAL LIFE INSURANCE IN AMERICA IN 1835. 
ALL FORMS OF INDIVIDUAL AND GROUP LIFE INSURANCE, 








ANNUITIES AND PENSIONS, GROUP HEALTH COVERAGES. 
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Davis, Herbert H., Miami Shores 
Ferguson, Thomas B., Tampa 
Lee, Robert E., Tampa 
Lowery, Willa D., Pensacola 
Sachs, Julian S., Indialantic 
Spoto, Nelson J., Tampa 

Associate 
Amdur, Joseph, Coral Gables 
Avellone, Theodore M., Hollywood 
Berman, Donald A., Hollywood 
Ellis, Charles T., Hialeah 
Feltman, Robert F., Miami 
Fening, Walter E., Lantana 
Ferrara, Louis V., Sarasota 
Foust, Betty J., Fort Lauderdale 
Henry, John B., Gainesville 
Hodge, Maurice, Miami 
Jackson, Louise O., Pompano Beach 
Jenkins, Wilburn R., Orlando 
Kramer, H. Coleman, Miami Beach 
Levine, Robert L., Miami Beach 
Lindberg, Dale K., West Hollywood 
Lowe, Charles E., Hollywood 
Messenger, George P. Jr., Fort Lauderdale 
Meyer, George J., Fort Lauderdale 
Myers, Milton B., Hollywood 
Nevis, Arnold H., Gainesville 
O’Neal, Edwin E., Orlando 
Parker, Lemoine B., Orlando 
Pauk, Z. D., Miami 
Potash, Irwin M., Miami 
Schiebler, Gerald L., Gainesville 
Selle, Harold C., Fort Lauderdale 
Shellow, Ronald A., Miami 
Stevens, Ned S., West Palm Beach 
Talbot, Sterrett Tom, Coral Gables 
Taylor, David L., Miami 
Whitman, Leo, Coral Gables 
Wyman, Edward H., Venice 


MIAMI MEDICAL CENTER 


P. L. Dopce, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


| 
A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
therapy, Insulin, Electroshock, Hydrotherap 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 
yacht. 
Information on request 
Member American Hospital Association | 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


As a physician, you play an essential role in the happiness and well-being of the family. At all times— 
when the young couple is first married, as the children arrive, and even after the family is complete — 


your counsel, including your recommendations for the use of Lanesta Gel, is of major importance. 





Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
effects speedier spermicidal action because it diffuses rapidly into the seminal clot. In fact, the mean 
diffusion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times 
of ten leading, commercially available contraceptive creams, gels, or jellies, according to Gamble (““Sperm- 


icidal Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C. J.: Am. Pract. & Digest Treat. 11:852 (Oct.) 1960. See also Berberian, D. A., and Slighter, R. G.: J.A.M.A. 
168:2257 (Dec. 27) 1958; Olson, H. J.; Wolf, L.; Behne, D.; Ungerleider, J., and Tyler, E. T.: California Med. 94:292 
(May) 1961: Kaufman, S.A.: Obst. & Gynec. 15:401 (Mar.) 1960; Warner, M.P.:J.Am. M. Women’s A. 14:412 (May) 1959, 


A PRODUCT OF LANTEEN® RESEARCH Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio ©BREON LABORATORIES INC., New York 18, N. Y. 
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Patronize Your 


Independent X-ray Dealer 


He’ll be around when you need him 


BOB WAGNER X-RAY 


P. O. Box 8161 
Jax 11, Florida 
RA 4-3434, 








Medical Complications of Pregnancy 


A Three Day Postgraduate Course 


November 9, 10, 11, 1961 
offered by 
THE DEPARTMENT OF OBSTETRICS 
AND GYNECOLOGY 
EMORY UNIVERSITY SCHOOL OF 
MEDICINE 


Grady Memorial Hospital Auditorium 
Atlanta, Georgia 


Faculty: 
Eleanor Delfs, M.D. 
Johns Hopkins University 
School of Medicine, Baltimore 


Lawrence Hester, Jr., M.D. 
Medical College of S. C. 
and 
Members of the Faculty of 
Emory University School of Medicine 
69 Butler Street, S.E. 
Atlanta 3, Georgia 
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CLASSIFIED 


Advertising rates for this column are $5.00 per 
insertion for ads of 25 words of less. Add 20c for 
each additional word. 





FOR RENT TO INTERNIST: New office, air- 
conditioned, sound proof, low rent, centrally located 
in Orlando, Fla. Write 69-430, P.O. Box 2411, Jack- 
sonville, Fla. 


WANTED: Salaried position desired anywhere in 
Flcrida by physician with 30 years experience E.E.N.T. 
Florida license. Write 69-437, P.O. Box 2411, Jack- 
sonville, Fla. 


WANTED: General Practitioner for community 
without physician. Modern clinic building and equip- 
ment available. Contact Mr. Ansley Hall, president, 
Community Health Clinic of Hastings, Hastings, Fla. 


ASSOCIATE WANTED: By young generalist in 
North Florida college town; modern hospital; good 
schools and churches; Country Club. Qualifications 
for AAGP desirable. Excellent financial opportunity. 
Write 69-432, P.O. Box 2411, Jacksonville, Fla. 


PRIME-PROVEN LOCATION: Main business 
street. Long established Medical Clinic building. 
Landmark in center of large residential area. Two 
suites available. Excellent for Surgeon, Ob-Gyn, 
Psychiatry, Medicine, etc. Air-conditioned, heat and 
ample parking. 1108 Normandy Dr., Miami Beach. 
Phone Union 6-3780. 


SITUATION WANTED: Dispensing optician 
wishes to relocate from Midwest to Southeastern 
Florida. 15 years experience in all phases of optical 
business. Expert contact lens technician. Knowledge 
of refraction. Desires association with ophthalmologist 
or group of ophthalmologists. Age 37, married. Will 
come to Florida for interview. Write 69-441, P.O. 
Box 2411, Jacksonville, Fla. 


DOCTOR’S OFFICE: Ultra modern—designed 
specifically for M. D. Air-conditioned and _ heated, 
1,100 sq. ft. Separate entrance. Ground floor. Ideal 
location in North Dade. A. Moser, D.DS., 14750 
N.W. 7th Ave., Miami, Fla. Phone MU 1-8121. 


GENERAL PRACTITIONER: Wonderful oppor- 
tunity at Del Webb’s Sun City, Florida, near Tampa. 
This exclusive senior citizens community needs a vigor- 
ous and mature physician. Write J. H. Bacheller, Del 
E. Webb Corporation, Box 851, Ruskin, Fla. 


PEDIATRICIAN WANTED: For association in 
Hollywood, Fla. Must be Board qualified or certified. 
For information contact Medical Business Consultants, 
1101 N.E. 79th St., Suite 205, Miami, Fla. Telephone 


PL 9-0230. 



































BRAWNER’S SANITARIUM, nc. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


Approved by Central Inspection Board of American 
Psychiatric Association and the Joint Committee 
on Accreditation 
Jas. N. BRAWNER Jr., M.D., Medical Director Atoystius I. Miter, M.D. 


Phone HEmlock 5-4486 
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YANTED: Three or four General Practitioners. 
W: build single offices or in groups for suitable men 
in -cautiful central Florida town in the hills and lakes 
sec. on just west of Orlando. Well equipped hospital 
av:. ‘able. Trade area of over 7,000 people now served 
by only five active physicians. Area will easily sup- 
pe. another group. Applicants must agree not to 
dis ense drugs or open Pharmacy. Write 69-442, P.O. 
Bc. 2411, Jacksonville, Fla. 

RESIDENT WANTED: For coverage of Emer- 
gei.cy Room in 200 bed general hospital. Graduate of 
approved medical school, or ECFMG certified. Holy 
Cr: ss Hospital, Fort Lauderdale, Fla. 

OBSTETRICIAN-GYNECOLOGIST: Board cer- 
tified, University trained, desires association with in- 
dividual or group, south Florida. Twelve years ex- 
perience. Florida license. Married, veteran. Available 
immediately. Write 69-443, P.O. Box 2411, Jackson- 
ville, Fla. 

FOREIGN MEDICAL GRADUATES WANTED: 
Accreditation by Educational Council for Foreign 
Medical Graduates; State licensing, and English gram- 
mar required. Citizenship unnecessary. Excellent sal- 
ary. West Coast location. Write 69-444, P.O. Box 
2411, Jacksonville, Fla. ; 

OBSTETRICIAN-GYNECOLOGIST: Board eli- 
gible June, 1962. Excellent training. Florida license. 
Will consider any area of state, solo or partnership. 
Write 69-445, P.O. Box 2411, Jacksonville, Fla. 

FOR SALE: Medical Center Area, West Palm 
Beach, CBS building, like new. Approximately 2,000 
sq. ft. floor space, 10,000 sq. ft. parking area. By 
owner $36,500. William Trott, 3905 Broadway, West 
Palm Beach, Fla. 

TWO OFFICES AVAILABLE: Complete layout 
for medicine and dentistry in modern building, ground 
floor. Main thoroughfare, Treasure Island, Florida. 
Present occupant building own clinic. Immediate prac- 
tice buildup. Attractive lease. P.O. Box 9564, Treas- 
ure Island, Fla. 

FLORIDA GROUP DESIRES INTERNIST train- 
ed gastroenterology, fluoroscopy and X-ray inter- 
pretation. Academic, financial, personal satisfaction. 
Beautiful area. Excellent hospitals. Write 69-446, 
P.O. Box 2411, Jacksonville, Fla. 

FOR SALE: Retired physician’s Fisher, 30MA, 
X-Ray-Fluorescope, Hamilton table and cabinets, 
Castile autoclave-sterilizer, other equipment and sup- 
plies. Inventory available, less than $5000. Nine room 
office, reasonable rent. Central Florida. Write 69-447, 
P.O. Box 2411, Jacksonville, Fla. 

HOSPITAL FOR SALE: Key West, Florida. Fully 
equipped with Florida license to operate. New X-Ray 
equipment with new portable, new G.U: X-Ray table, 
operating room, gas machine, new suction machine, 
delivery room, complete laboratory, etc. Contact Dr. 
E. Gonzalez at 417 Eaton St., Key West, Fla. 

FOR SALE: Picker 60 Milamp X-Ray, complete 
with stainless steel developing tanks, viewbox, leaded 
shie'd. Good for general office work—$1000. 25 N.E. 
4th Ave., Delray Beach, Fla. CRestwood 6-4881. 
































EXCELLENT OPPORTUNITY: For young Gen- 
eral Practitioner in established practice. Florida li- 
cense required. Write P.O. Box 8485, Lantana, Florida. 


EXCEPTIONAL OPPORTUNITY FOR G-P.: Five 
room suite of offices plus furnished waiting room. 
Modern, air-conditioned, plenty of private parking 
space with established ciientele. Located one half block 
from new new seven floor hospital. References re- 
quired. For information write Box 1181, Lakeland, 
Fla. Phone MU 8-1294. 


WANTED: General Practitioner, Brevard County 
Beach Area. Wonderful opportunity for well qualified 
man. All facilities available, including furnished of- 
fice in excellent location. Write G. Feser, P.O. Box 
2411, Jacksonville, Fla. 
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HATEVER your first requi- 
WV sites may be, we always 
endeavor to maintain a 
standard of quality in keeping 
with our reputation for fine qual- 
ity work — and at the same time 
provide the service desired. Let 
CONVENTION Press help solve 
your printing problems by intelli- 
gently assisting on all details. 


QUALITY BOOK PRINTING 
PUBLICATIONS x BROCHURES 


CONVENTION 
PRESS 


218 Wesr CuurRcn ST. 


JACKSONVILLE, FLORIDA 


























BOOK REVIEWS 











Synopsis of Pathology. By W. A. D. Anderson, 
M.A., M.D., F.A.CP., F.C.AP. Ed. 5. Pp. 876. Illus. 414. 
Price, $9.25. St. Louis, The C. V. Mosby Company, 1960. 

The author needs no introduction as his contributions 
are worldwide and his texts are familiar to all American 
medical students. He deserves the admiration of the medi- 
cal profession for his labors in offering this synopsis. 
Though it may not appear particularly spectacular to 
some, it certainly is intellectually satisfying to most. 
Pathology shares the problems of the entire medical field, 
and so with every discovery in medicine the pathologist 
is compelled to familiarize himself with each new develop- 
ment and pursue the complications that arise from it. 
It was Osler who remarked that the best training for the 
clinician was to go every day to the dead house. Though 
this may have been necessary 80 years ago, today our 
libraries defray the time and inconvenience of such an 
obligation. The author has contributed to this modern 
luxury by organizing the complex material and compre- 
hensively presenting it in this concise but thorough out- 
line. He has not intended this volume to compete with 
large texts copiously overflowing with abundant ele- 
mentary details and references, but instead has designed 
it as a condensation for students and house officers. Its 
usefulness may be extended to clinicians in practice as 
well. 

The last edition having been published three years 
ago, this fifth volume necessitated many changes due to 
recent developments in regard to infective processes, neo- 
plasms, vascular diseases, endocrine disturbances, allergic 
manifestations and newly recognized syndromes. The in- 
troduction of radioactive isotopes as well as the recogni- 
tion of sex chromatin and new cellular diseases required 
additional informative space. The text is patterned into 
25 sequential chapters and adequately illustrated with 
gross specimens, photomicrographs, drawings and tables. 
The printing type is visually large and the composition 
is easy to read. The more common and important diseases 
are described in greater length, which is as it should be, 
and the book has a wealth of material. The cover and 
pages are durably bound and will tolerate much digi- 
tal use. It is without hesitation that this fine little book is 
recommended both for its contents and price. 

Clifford C. Snyder, M.D. 


Medical Research and the Death Penalty. By 
Jack Kevorkian, M.D. Pp. 75. Price, $2.50. New York, 
Vantage Press, 1960. 

Presented in dialogue form within this book are argu- 
ments for and against a practice which is said to have 
been carried out 2,000 years ago at the famous school of 
medicine in Alexandria, Egypt, and then to have lain 
dormant until revived by Dr. Kevorkian, a pathologist. 
The author proposes that “men condemned to death by 
due process of civil law during peace time be allowed to 
submit, by their own free choice, to medical experimenta- 
tion under surgical anesthesia, to be started at the set 
minute of execution and from which they will never 
awake.” He argues that animal experimentation is not 
always transferable to human beings, that it is senseless 
to “smash” the bodies of those whom the law says must 
die when by proper technique information could be gained 
that would help the living while still carrying out the 
dictate of the court, that if carried out under the rigidly 
controlled conditions he sets forth it would be consider- 
ably less cruel than the gas chamber or hangman’s noose 
and finally that interviews with condemned men indicate 
it would be acceptable to some and even give them a 
feeling of partial atonement for their misdeeds. This book 
is thought-provoking and sets forth what this reviewer 
believes is an idea worthy of serious thought and action. 

William M. Straight, M.D. 
(Continued on page 376) 
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Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 

The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
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of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 

We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 

We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 


in the medical profession. 
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Terramycin Intravenous 
*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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Rypins’ Medical Licensure Examinations. 
Topical Summaries and Questions. By Walter L. Bierring, 
M.D., M.A.C.P., M.R.C.P., Edin. (Hon.), with the Col- 
laboration of a Review Panel. Ed. 9. Pp. 805. Price, 
$11.00. Philadelphia, J. B. Lippincott Company, 1960. 

This compact, concise and orderly presentation of the 
various fields of medicine as an aid in reviewing for 
licensure and other examinations, now in its ninth edition, 
has been thoroughly revised and brought up to date. 
The basic features which have made this a popular and 
widely used standard review text—full and authoritative 
summaries of each subject and carefully selected questions 
covering essential facts contained in these summaries— 
have been retained. The initial article on Medical Qualify- 
ing Examinations has been revised in accord with the 
results of a series of Examination Institutes conducted 
by the Federation of State Medical Boards of the United 
States during the past three years in the testing of fit- 
ness to practice. Part I—Basic Medical Sciences covers 
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Anatomy, Physiology, Biochemistry, Microbiology, Path- 
ology and Pharmacology; Part II—Clinical Sciences 
covers Surgery, Internal Medicine, Obstetrics and Gyne- 
cology, Preventive Medicine and Public Health, and A 
Synopsis of the Scope, Goal and Content of Psychiatry. 
The individual subjects have been covered in such a way 
that the material serves as appropriate study and prepara- 
tion for all types of tests—whether oral or written, essay 
or objective. 


Aids to Medicine. By. J. H. Bruce, MD, 
M.R.C.P. Ed. 7. Pp. 391. Price $3.50. London, Bailliére, 
Tindall and Cox, 1°60. Baltimore, The Williams & Wilkins 
Co., exclusive U. S. agents. 

This pocket size book is designed to present to the 
student the essentials of general medicine in a concise and 
readable form. This seventh edition has been revised to 
include developments in therapy and the newer and more 
ambitious surgical procedures, modifications to the author’s 
views on the use of steroids in a number of conditions 
such as asthma, rheumatic fever and the nephrotic syn- 
drome, and additions and changes in the treatment of 
malaria, tuberculosis, and some of the blood diseases such 
as polycythemia, and mention of carcinoid tumors and 
Coun’s syndrome. 


Ciba Foundation Colloquia on Endocrinology. 
Volume 13. Human Pituitary Hormones. Editors for 
the Ciba Foundation, G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., M.R.C.P., and Cecilia M. O’Connor, B.Sc. 
Pp. 336. Illus. 86. Price, $9.50. Boston, Little, Brown and 
Company, 1960. 

With the recent synthesis by Hofmann and his group 
at Pittsburgh of a fully active corticotropin 23 amino- 
acids in length, only a week after Li, at the University of 
California had independently synthesized a 20 per cent 
active ACTH with 19 aminoacids in length, a wonderfully 
exciting new field of human achievement reaches matur- 
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ity. A new technical arsenal of innumerable possible varia- 
tions of important molecules, and of many others which 
will undoubtedly be synthesized in the near future, offers 
hope for full understanding of many still obscure aspects 
of the chemistry of the living organism. 

This volume of Ciba’s excellent series presents verba- 
tim the papers presented in Buenos Aires at a colloquium 
honoring Prof. Bernardo A. Houssay just before the 
Twenty-First International Congress of Physiological Sci- 
ences. It was the work of Houssay and his disciples in the 
mid twenties that opened the door to the vast field of 
study of the pituitary hormones. The colloquium re- 
views and brings up to date all knowledge on this im- 
portant subject with the papers and discussion of 32 in- 
ternational authorities including nine American scientists: 
E. Anderson, G. Corner, C. Li, O. Pearson, M. Raben, 
C. Read, J. Russell, M. Sonnenberg and A. Wilhelmi. Like 
all previous volumes of the Colloquia series, this is in- 
dispensable in any medical library and essential to every 
man working in the field, whether he is a research physi- 
ologist or a practicing endocrinologist. 

Carlos P. Lamar, M.D. 


Sea Within. The Story of Our Body Fluid. 
By William D. Snively, Jr.. M.D. Pp. 150. Price, $3.95. 
Philadelphia, J. B. Lippincott Company, 1960. 

Anyone who has ever wondered about the miracle of 
human life will find this book of interest for in it the 
very essence of that life is described and illustrated. A 
simply stated yet scientifically accurate presentation of the 
subject of fluid and electrolyte balance, it incorporates 
much recently acquired knowledge concerning the body 
fluid, such as that in connection with the hormone, al- 
dosterone, and that on the role of potassium in body 
physiology. The book is intended primarily for the great 
number of laymen who are intrigued by the scientific 
aspects of human life, but it should also be of interest to 
physicians, nurses, technicians, dietitians, and students as 
background reading for technical treatises on body fluid, 
the ancestor of which was the primeval sea. It provides 
an unusual synthesis of science and the humanities in its 
discussion of an all-important subject. 


Ciba Foundation Symposium on Cellular As- 
pects of Immunity. Edited by G. E. W. Wolstenholme. 
O.B.E., M.A., M.B., M.R.C.P., and Maeve O’Connor, 
B.A. Pp. 495. Illus. 117. Price, $10.50. Boston, Little, 
Brown and Company, 1960. 

The particular place was in an old monastery located 
in the tranquil wooded province some 20 odd miles north 
of Paris and is known as the cradle of French civilization. 
It afforded 32 invited outstanding authorities an atmos- 
phere of relaxation and inspiration for thought on the 
subject of immunology. The co-editors have done re- 
markably well in collecting the discussions so that others 
may benefit. The symposium centers around the im- 
munologically competent cell with its permeability and 
phagocytic properties rather than the antibody per se. 
Studies of the precise mechanism of how the living cell 
engulfed protein were made possible by fluorescently label- 
ing the proteins. The role of the lymphocyte for a long 
time has been thought to synthesize antibodies, but this 
concept is being tested now and the number of authors 
who favor the plasmocytic theory is increasing. In order 
to prove such theories, the ultrastructure of the cell must 
be known and recognized. The electron microscope illus- 
trates that the cytoplasmic ultrastructure of a lympho- 
cyte is totally different from that of the plasma cell. 
Some authors think the lymphocyte may be the carrier 
of antibodies produced by a plasma cell. They have shown 
that the plasma cell resembles a specialized factory that 
produces proteins and its ultrastructure is exactly that 
of a gland. The contributors to this symposium are under 
the impression that soon the answer will be known as to 
the phenomenon of tolerance and immunity. This should 
be most interesting to the internist, allergist, immunologist 
and those dealing with the transplantation of tissues. 

Clifford C. Snyder, M.D. 
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Office Diagnosis. By Paul Williamson, M.D. Pp. 
470. Illus. 350. Price, $12.50. Philadelphia, W. B. Saun- 
ders Company, 1960. 

This is another “From the Symptom to the Disease” 
type of book. What makes it most valuable is the fact 
that the author was a professional writer before becom- 
ing a physician and he knows how to write well and 
makes the reading of each chapter an entertaining and 
actually delightful experience. 

In addition to his premedical experience as a profes- 
sional writer and radio actor, which seems to have sharp- 
ened an undoubtedly congenital high sense of humor, the 
author practiced for several years “in the most isolated 
area of Colorado,” where he designed and built his own 
little hospital and, as he puts it, “had to learn medicine 
and surgery for (he) was the only doctor available.” 
Now retired to full time writing and research in Jamaica 
following a coronary attack, Dr. Williamson is also the 
author of “Practice,” a letter sent every few weeks from 
a small pharmaceutical laboratory in Texas. The letters 
are a vehicie for advertising some preparations, but in 
themselves contain many smart observations and humor 
galore. They are mailed to physicians throughout the 
country like so many others are nowadays. 

The book is large, with large type for easy reading, 
and the many line illustrations are well done by the au- 
thor’s artist-wife. After an interesting chapter on “The 
Art of Diagnosis” follow chapters listing and discussing 
symptoms under 12 general groups. Many possible dis- 
eases are studied under each diagnostic title. The language 
of the book is easy, and the author takes the reader step 
by step in reasoning the significance of each particular 
finding. He stresses the pitfalls in mechanical and labora- 
tory diagnostic procedures not supported by patient listen- 
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ing to the patient and by adequate and painstaking ex- 
amination: “No physician can possibly be prepared to say 
much about a human being after a first visit. There are 
emergency situations that require spot diagnosis but 
they are very rare in office practice. In most cases 
the physician should take much time to check, observe, 
and to think before making a decision as to diagnosis. ‘I 
don’t know’ is often both the wisest first diagnosis that 
can be made and the only accurate one.” 

After many hours spent enjoying this book, this re- 
viewer enthusiastically recommends it to medical stu- 
dent and practitioner alike, sure that everyone who gets 
it will read it and will find the money and the time well 
invested. 

Carlos P. Lamar, M.D. 


Recent Advances in Tropical Medicine. By Sir 
Neil Hamilton Fairley, K.B.E.. M.D. (Lond). DSc. 
(Melb), F.R.C.P., F.R.A.C.P., D.T.M. & H (Eng), F.RS., 
Hon. F.R.C.P. (Ed), Hon. M.D. (Adel), Hon. LL.D. 
(Melb), Hon. D.Sc. (Syd), A. W. Woodruff, M.D. 
(Durh), Ph.D. (Lond), F.R.C.P., D.T.M.&H. (Eng), and 
J. H. Walters, M.D. (Camb), F.R.C.P., Lt.-Col. I.MS. 
(Ret). Ed. 3. Pp. 480. Illus. 15. London, J. & A. 
Churchill Ltd, 1961. Distributed in the United States by 
Little, Brown and Company, Boston. 

Although this is a third edition of a former work bear- 
ing the same title, it has been completely rewritten. It is, 
in reality, a new book covering a period in which advances 
in the treatment and control of tropical diseases have 
removed many of the hazards which formerly beset the 
lives both of people born in temperate climates who visit 
or serve in the tropics, and of indigenous peoples in these 
regions. In view of the rapid progress in tropical medicine 
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during and since World War II, the authors have aimed 
to bring together within a volume of handy size the im- 
portant advances which have taken place in tropical medi- 
cine, particularly during the last 10 years, and to a lesser 
extent since the former edition by Sir Leonard Rogers in 
1929. They have considered each subject included in as 
comprehensive a way as possible, including etiology, epi- 
demiology, pathology, clinical features, diagnosis and 
treatment, giving special attention to the formidable 
therapeutic weapons such as the sulfonamides and the 
antibiotics. It is their hope, as stated in the Preface, that 
the volume will be a guide to the serious student of tropi- 
cal medicine, not only in dealing with patients but also 
in considering fundamental aspects of disease, for it is so 
often from these that there stems new work leading to 
further progress. Detailed references to all the work in- 
cluded have been given, for these are essential for the in- 
vestigator and the advanced student of the subject. 


A Synopsis of Contemporary Psychiatry. 
By George A. Ulett, B.A. M.S., Ph.D., M.D., and D. 
Wells Goodrich, M.D. Ed. 2. Pp. 309. Price, $6.50. St. 
Louis, The C. V. Mosby Company, 1960. 


Now in its second edition, this handbook was written 
to fill the need for a brief, introductory text of psychia- 
try as a quick reference for psychiatric residents, medical 
and psychological interns, medical students, nurses, and 
others whose work in the psychiatric clinic and hospital 
may be for a brief period of time. Accordingly, it has 
been made small enough to fit in the side pocket of the 
clinic coat. It has been written also for the general prac- 
titioner who is having his attention increasingly directed 
to the psychological problems of his patients and who 
must, in view of the shortage of psychiatrists, often pro- 
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vide early care for those of his patients in whom mental 
illness develops. The material is organized into three 
general areas: history taking and diagnostic procedures, 
clinical syndromes, and therapeutic measures. Advances 
in psychiatric treatment have made necessary considerable 
revision of the section on therapy in this new edition. The 
recent discoveries in psychopharmacology have produced 
new opportunities and new therapeutic problems, which 
the authors hope will be clarified by the tabular informa- 
tion on the psychotropic drugs. They have attempted 
throughout to maintain the intended eclecticism of the 
original edition. : 


The Hand: A Manual and Atlas for the General 
Surgeon. By Henry C. Marble, M.D., F.A.C.S. Pp. 207. 
Illus. Price, $7.00. Philadelphia, W. B. Saunders Com- 
pany, 1961. 


This new book on the hand is designed to meet the 
needs of those who see hand injuries first—the general 
practitioner, the general surgeon and the industrial physi- 
cian. Full page plates and explicit text offer instant help 
in treating every type of hand injury from lacerations 
and puncture wounds to fractures and crushing injuries. 
The author vividly describes and illustrates the anatomi- 
cal structure of the hand, wrist and forearm, discusses 
applied physiology, history taking and examination, gives 
extensive coverage to closed injuries of the hand and their 
management, and discusses fully open injuries and their 
effective management. Complete and separate chapters 
cover splints and splinting, infections of the hand and 
tumors of the hand. The methods explained provide the 
best opportunity for a good functional result. The reader 
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(Continued from page 381) 

is .lerted to pitfalls and to situations where hasty action 
me, jeopardize the patient’s chances for definitive recon- 
striction later. Citing data from the United States De- 
pa'tment of Labor indicating that 77 per cent of all in- 
jur:es resulting in permanent partial disability occur in 
the hand and fingers, the author considers the treatment 
of an injured hand a more exacting task than caring for 
most cases of acute appendicitis. He would have doctors 
realize the perils of hand surgery and be aware of its 
importance, its dangers, and its consequences. 


Diabetic Care in Pictures. Simplified Statements 
wiih Illustrations Prepared for the Use of the Patient. 
By Helen Rosenthal, B.S., and Joseph Rosenthal, M.D. 
Ed. 3. Pp. 237. Illus. 137. Price, $4.50. Philadelphia, 
J. B. Lippincott Company, 1960. 

The authors are members of the faculty at Tufts Uni- 
versity School of Medicine in Boston and they follow 
closely the patterns set by the Joslin group. For those 
physicians who adhere to their philosophy this new edi- 
tion is one of the best training manuals available to aid 
in handling their diabetic patients. The profusion of illus- 
trations, some of them naively repetitious, but all of them 
clear and easily understandable by the least educated 
patient, explains step by step everything the diabetic 
must learn in relation to food, insulin and the oral anti- 
hyperglycemic drugs, blood and urine tests as well as the 
excellent final chapters on skin injuries, personal hygiene 
and care of the feet. 

Even those who disagree with certain tenets of the 
Boston school will find this book useful and time-saving 
in the instruction of diabetic patients as the various 
points of disagreement are not difficult to point out and 
explain with gocd reasons for their difference of opinion. 
In this reviewer’s opinion the most objectionable feature 
is the high content of fat in the sample diets. The diet 
featured for adults contains 42 per cent of the total 
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calories in animal fats, the one for children about 35 
per cent. When the smoke of the battle of cholesterol is 
already clearing and the evidence in favor of at least 
moderately sensible restrictions in saturated fats has be- 
come so overwhelming that the “old guard” in the Ameri- 
can Heart Association is already throwing the towel and 
accepting the undeniable facts and the enormous statisti- 
cal evidence, it is a pity that the authors did not do it 
and continue favoring the meat and dairy industry with 
their recommendations for diets with plenty of animal 
fats. As up to now the period of time between editions 
has been seven years, this particular item in the book 
seems to be destined to long obsolescence. Despite this 
easily correctable point, the book in general is good, and 
I intend to recommend it to those of my patients in need 


of such detailed information. 
Carlos P. Lamar, M.D. 


Current Therapy—1961. Latest Approved Meth- 
cds of Treatment For The Practicing Physician. 
Edited by Howard F. Conn, M.D. Pp. 806. Price, $12.50. 
Philadelphia, W. B. Saunders Company, 1961. 

Each year, Current Therapy is essentially a new book. 
In the 1961 volume 314 authorities contribute, offering 
the most effective therapeutic methods in use today— 
whether they are newly developed treatments or older 
methods whose results are still the most satisfactory. Of 
the 307 articles in this year’s volume, 253 reflect advances 
in the management of disorders—new drugs, new meth- 
ods, improvement in technique, and in some cases, a 
completely new regimen. All of the articles are written 
especially for this book. The information presented is not 
in any way experimental nor is it prejudiced in favor of 
any special drug or method. This popular annual volume 
offers methods of management for over 400 commonly en- 
countered diseases and disorders. New topics include: 
acute pulmonary embolism, cardiac arrest, fungal endo- 
carditis, chronic leukemias, staphylococcal enterocolitis, 
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carotid artery disease, intracerebral hemorrhage, and em- 
physema. Here is an up-to-the-minute review of therapy 
diverse in scope, but specific in recommendations. 


Moloy’s Evaluation of the Pelvis in Obstetrics. 
By Charles M. Steer, M.D., Med. Sc.D., F.A.C.0.G. Ed. 
2. Pp. 131. Illus. 57. Price, $4.00. Philadelphia, W. B. 
Saunders Company, 1959. 

The intention of this monograph is not to compete 
with the large textbooks of obstetrics but instead to famil- 
iarize the physician with the type of delivery designated 
to the individual case. The author is modest in sharing 
credit with contemporaries while the work is his labor. 
The various female pelvic contours are discussed in de- 
tail with the aid of numerous excellent drawings, photo- 
graphs and comparative diagrams. These variances are 
reciprocally related with their effect upon labor which 
helps determine certain obstetrical prognoses. Emphasis 
is placed upon the technique of examination which in- 
cludes the importance of clinical data and roentgenologi- 
cal evidence, and leaves little to intuition. Since difficult 
labor is the important problem in obstetrics and pelvic 
disproportion is the main cause for this, various cephalo- 
pelvic disproportions are reviewed and therapies sum- 
marized. The intern, resident and practitioner would bene- 
fit by equipping himself with this compact monograph on 


the mechanics of labor. 
Clifford C. Snyder, M.D. 


Pharmacology: The Nature, Action and Use 
of Drugs. By Harry Beckman, M.D. Ed. 2. Pp. 805. 
Illus. 117. Price, $15.50. Philadelphia, W. B. Saunders 
Company, 1961. 

This new second edition of a book previously titled 
DRUGS: Their Nature, Action and Use is more compre- 
hensive in coverage and has been meticulously brought 
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up to date throughout. The author expertly describes the 
pharmacologic properties and actions of all significant 
drug agents in current use. Each is classified according 
to the body function it affects. The nature of all ascer- 
tained actions is concisely stated in each case. Types and 
degrees of toxicities are clearly set forth with appropriate 
warnings of possible poisoning or side effects. Individual 
drugs within classes are compared one to the other from 
the standpoints of actual or potential usefulness. Dosage 
schedules are provided for the use of particular drugs 
under varying circumstances. Coverage progresses accord- 
ing to logical and meaningful physiologic units. Among a 
number of new chapters added to this edition are those 
on Unwanted Responses to Drugs, Drugs Used Principally 
for Vasodilation in Peripheral Vascular Disease, Drugs 
Beneficial in Hepatic Coma, and Drugs Used to Treat 
Atherosclerosis. The latest advances in the use of such 
fast-changing agents as the tranquilizers, energizers, anti- 
biotics, diuretics, and analgesics are all included. Checking 
over this new edition will help greatly in sorting the con- 
flicting claims of today’s pharmacologic scene. 
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DRIPPS, ECKENHOFF AND VANDAM—INTRO- 
DUCTION TO ANESTHESIA An ideal basic guide to 
the understanding and safe administration of anesthesia 


CORDAY AND IRVING—DISTURBANCES OF 
HEART RATE, RHYTHM AND CONDUCTION 
Covers management of all the cardiac arrhythmias and 
conduction defects 
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